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MEMORIAL TO DR. CLARA THOMPSON 


In the penultimate sentence of the preface, I paid 
tribute to ‘‘the creative minds of the many dedicated 
men and women who have extended or rebuilt [Freud’s] 
mansions.” It is now my sad duty to record that another 
of these clear, productive and inspiring minds has been 
lost to the world forever: On December 20, 1958, Dr. 
Clara Thompson, a deeply respected Charter Fellow of 
the Academy of Psychoanalysis, died of a sudden fulmi- 
nation of a chronic illness. All who knew her admired 
her; those who knew her well cherished her. Our main 
solace and hope is that this Academy, which owes so 
much to her, will remain as one of her honored monu- 
ments. 

THE EDITOR 
for the Academy of Psychoanalysis 


PREFACE 


AS RECORDED in the first volume of this series, the initial sci- 
entific meetings of the Academy of Psychoanalysis re-explored the 
biologic, anthropologiec, linguistic and philosophie roots of psycho- 
analysis and thus prepared the way for broader reorientations in 
psychoanalytic research, theory and therapy, The December, 1957 
transactions of the Academy then re-examined the dynamics of 
that seemingly most paradoxical of clinical phenomena—masoch- 
ism ; following this, the May 1958 meetings were devoted to a more 
inclusive review of familial, social and cultural settings of individ- 
ual behavior. This book is a condensed and integrated report of 
these sessions. 

In view of their comprehensive nature, the presentations and dis- 
cussions in Part I of this volume are of far more general import 
than the subtitle Masochism would at first seem to imply. Indeed, 
this clinical lens was selected because it revealed many facets of 
conceptualization and procedure, the precise examination of which 
involved a review of the very fundamentals of psychoanalytic 
theory and practice. So also, Part II on Familial and Social Dy- 
namics afforded an expansion of psychoanalytic horizons and a re- 
survey of the territories within them that were of especial theoretic 
and therapeutic import. 

In accord with the policy of the Academy, no essential changes 
were made in the content or style of any major contribution ; wher- 
ever editorial condensation was necessary, the final version was 
submitted for the author’s or discussant’s approval. This book, 
then, is a series of invitations to explore further that house of many 
mansions which is psychoanalysis—invitations proffered by the 
ereative minds of the many dedicated men and women who, after 
Freud, have extended or rebuilt those mansions. To these authori- 
ties and authors belongs full credit for any success this volume may 
deserve. 


Chicago 
November 1, 1958 Jures H. Masserman, M.D. 


Part I. Masochism 


MASOCHISM: A REVIEW OF THEORY 
AND THERAPY 


By LEON SALZMAN, M.D.* 


Ix THIS PAPER, I shall present some clinical material concern- 
ing the problem of masochism. While my main purpose is to stimu- 
late discussion about the therapeutic principles and technical diffi- 
culties in dealing with this ubiquitous aspect of the neurotic 
process, I also wish to offer some views about the dynamies and 
Psychogenesis of masochism. 

There are many problems in presenting a clinical paper. In order 
to document a thesis, sufficiently convincing clinical material must 
be presented. But if the audience is of diverse orientation, and the 
thesis is at variance with the prevailing viewpoint, the selection of 
clinical material is of critical importance. A simultaneous sound 
and visual recording of treatment sessions would be an ideal way 
to solve this problem. This has many obvious advantages and allows 
for the greatest objective confirmation of the author’s interpreta- 
tions. On the other hand, there are many objections aside from time 
and expense which make recordings more suitable for a small re- 
Search seminar than for a large public meeting. I have taken a 
middle course, and shall present a summary of considerable data 
gathered after prolonged contact with the patient, as well as a few 
slightly disguised verbatim exchanges. The views on masochism 
Suggested in this paper are the result of data accumulated from 
this patient as well as ideas culled, over the years, from many other 
Patients. 

_ Thave tried to present the patient’s communications without mak- 
ing any interpretation in ‘‘depth,”’ since it is in this area that any 
multi-oriented or multi-disciplined effort to study the therapeutic 
Process flounders. In making so-called basie dynamie explanations, 


* Assistant Professor of Clinical Psychiatry, Georgetown University; Treas- 
urer, Academy of Psychoanalysis, 1957-1958. 
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one’s preconceptions, prejudices and blind spots often distract us 
from examining the material as fresh data. Instead, the reduction- 
istic concepts in some of the prevailing psycholanalytie theories 
tend to reaffirm the already accepted hypothesis. . 

The material presented here can be interpreted in a variety of 
ways, depending on one’s orientation or point of view. However, I 
believe some consensus is possible when we limit our interest to the 
intent, goal or purpose of the patient’s behavior without involving 
an explanation of this behavior in ultimate or basie terms.” f 

Man has denied and abused himself from time immemorial. At 
times such behavior was highly regarded, particularly when it was 
institutionalized in the animistic or deistic religions. Under such 
circumstances, it was called mortification, and was considered a 
highly virtuous activity which promised great rewards and often 
led to sainthood. In more recent years such behavior has been con- 
sidered pathologic, and subsumed under the discipline of psychia- 
try. 

Tany alternative and frequently contradictory hypotheses have 
been offered to explain this phenomenon. Philosophers, theologians 
and mystics consider it to be natural or logical behavior, arising 
out of a dualistic view of man. With the advent of a scientific psy- 
chology, a more rational and mechanistic explanation was at- 
tempted. Masochism was deseribed as a secondary development i 
dealing with one’s aggressive or hostile impulses (Freud). Alex- 
ander describes it as the ‘sexual release of excess excitation caused 
by guilt.’’ Wilhelm Reich saw it as an adjustive maneuver, designed 
to deal with disastrous personal or social conditions. Karen Horney 
also viewed it as an adjustive device, designed to achieve satisfac- 
tion by getting rid of one’s self. Erich Fromm relates it to the in- 


an individual’s behavior is not synonymous 
we can make deductions about patterns of 
ects on a wide variety of people. In these 
his living, or deals with his anxiety in such 
ect on the other person, While there would 
‘act that the patient’s behavior is irritating, hostile or 


obsequious, there might be a wide variety of interpretations as to the under- 
lying cause of this behavior. 


T do not imply 
etiologie descriptio: 
out of which a con 


that such an observation fulfills the requirements for an 
n of a piece of behavior. I think it is the first step, however, 
asistent theory of behavior could arise, 
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dividual’s attempt to escape the unbearable feclings of aloneness 
and powerlessness. Masserman describes it ‘‘as an experientially 
derived pattern of current sacrifices for eventual gains.’’ 

There are varying levels of description—some offer a genetic ex- 
planation and relate it to instinctual drives, while others view it as 
a dynamic, adjustive and reparative mechanism. For some, mas- 
ochism is the inevitable result of the neurotic process and not the 
cause of it and, consequently, is always pathologic; others view 
it as an existential and inevitable accompaniment of human affairs. 
While it is viewed as an independent drive whose goal is pleasure 
through pain (fusion of aggressive and libidinal instincts), it is also 
deseribed as a process for achieving satisfaction where pain and 
discomfort are unavoidable accompaniments. Whatever one’s con- 
ception of the dynamics and genesis of masochism may be, certain 
elements in the behavior and psychology of the individual are in- 
trinsie to the process and are agreed upon by all observers. The 
masochistic performance, however limited or widespread, and what- 
ever its degree of intensity, tends to berate, belittle, or actively de- 
Stroy the self or part of the self in order to obtain some psychic 
reward or relief of tension. Sullivan said it in this way: ‘‘A large 
number of people appear to go to rather extraordinary lengths to 
get themselves imposed on, abused, humiliated and what not, but as 
you get further data, you discover that this quite often pays; in 
other words, they get things they want. And the things they want 
are satisfaction and security from anxiety. Thus those people who 
get themselves abused and so on are indirectly getting the other 
People involved in doing something useful in exchange.’” 

In this process of self degradation we notice that many issues are 
Served, such as the escape from real responsibility for one’s ac- 
tions, being excused for one’s failures, or the capacity for manipu- 
lating others to fulfill one’s secret needs and to obtain a favorable 
balance of good will. However, on closer examination, we see that 
in the process of self denial or self degradation, the individual is 
fulfilling some particular value or set of values, while derogating 
another value or set of values. Values in this context are not limited 
to moral issues, but refer to those qualities, attitudes, standards or 
goals that the individual, for whatever reasons, considers necessary 
and essential to his physical and psychologie survival. These re- 
quirements become organized into a code of ethics or ‘personal 
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philosophy of living,” and are supported by moral, intellectual, 
and ethical rationalizations, They have their origins in the life ex- 
periences and deprivations of the individual. 

Masochism originally referred to a sexual perversion described 
by an Austrian novelist, Leopold von Sacher-Masoch. Freud ex- 
tended the meaning by including two other types of masochism, 
which refer to a variety of activities, other than sexual, in which 
an individual was abused, humiliated or degraded. It is now clear 
that masochism is a universal technique, employed by man through 
the ages, to deal with problems arising out of his existence. Thus it 
is present in all human behavior, although it is more frequently 
and persistently used in the neurotic and psychotie states. When 
it forms the core of the psychodynamic defense process, or is the 
major integrating technique, we call it masochism. As a distinct 
diagnostic or descriptive category it must be distinguished from 
simple dependency, depression and other nosologic categories 12 
which masochistic elements are also present. 

The clinical material which I shall present highlights the aspect 
of the masochistic process in which, simultaneously with degrading 
and humiliating activities, there is an attempt to support and une 
derwrite a value system essential to the patient. I believe the dif- 
ficulties in dealing with the masochistic defense process lie within 
this dichotomy. 

Case Data. The patient was a 25 year old woman who, after a 
succession of humiliating and degrading experiences throughout 
her life, was in the process of destroying her marriage. Even though 
she was quite intelligent and physically attractive, she presented 
herself in a most pitiful and pathetie light. She tried to convince 
me that she was an impossible person who eouldn’t get along with 
anyone, and did not deserve to be accepted as a patient. Therapy 
was terminated prematurely when she moved to another city. 

History and Symptoms. She was the elder of two children and 
grew up in a mid-western city. Though her father was moderately 
successful in business, he was pushed aside in the management and 
planning of the family affairs by his ambitious, energetic and per- 
petually dissatisfied wife. The patient shared and echoed this de- 
rogatory appraisal of her father, although she disagreed and 
actively fought every other view held by her mother. 

All of the patient’s activities were carried out in a state of high 
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tension which, while considerably uncomfortable, was her requisite 
mode of functioning. Peaceful, noncontentious living was most un- 
attractive and unbearable to her. Any reduction of anxiety, either 
through therapy or a chance fulfillment of some of her programs, 
resulted in a new oubreak of anxiety-producing activity and mas- 
ochistic, acting-out behavior.* 

The bulk of her overt activity could be described as the acting- 
out of the child who, because she has not obtained sufficient amounts 
of love, demands a continuing supply of it at all times and under 
all cireumstances.t The demands were never made directly. Instead, 
there was either a plaintive pleading and whining or, if this was 
unsuccessful, an angry denunciation of the therapist’s lack of 
benevolence; she held that, by virtue of her extreme denials and 
suffering, she should and would receive bountiful and benevolent 
treatment from the world. The patient had innumerable techniques 
for foreing, demanding and cajoling this benevolence, but she was 
unable to accept it when it was offered unless it was properly 
deprecated. At other times, her techniques would repel and alienate 
benevolence. At no time could she trust, believe in or accept any 


gratuitous affection and concern. 

Her theme of unrequited love was played out in an infinite va- 
riety of ways, but always with the same result—the feeling of un- 
desirability and worthlessness. At these times the therapist was 
often unwittingly and relentlessly drawn into being the rejecting 
parent who either gave too little or gave it at the wrong time. This 
occurred whatever the therapist did, since the patient distorted 
any activity or lack of activity as evidence of the therapist’s lack 


* Freud expressed it in this way: ‘‘There are certain people who behave in 


a quite peculiar fashion during the work of analysis. When one speaks hope- 
fully to them or expresses satisfaction with the progress of the treatment, they 
show signs of discontent and their condition invariably becomes worse . . . 
One becomes convinced not only that such people cannot endure any praise or 
appreciation, but that they react inversely to the progress of the treatment. 
Every partial solution that ought to result, and in other people does result in 


an improvement or temporary suspension of symptoms produces in them for 


the time being an exacerbation of their illness.’? pe 
t Bernhard Berliner in 1947 said that the treatment of masochistic patients 


is so difficult because their need of love (and bodily contact) is enormous, but 
their ability to get and receive love has been thwarted very early by their 
mothers’ reaction, 
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‘of interest and concern. This problem was highlighted six months 
after therapy started. The patient despaired of the benefits of 
therapy. At that time she said I was not sufficiently accepting of 
her and that I offered her no reassurance about the results of our 
work. I suggested that we examine her feelings about’ this matter. 
At the following hour she appeared gay, friendly and optimistic, 
and opened the session by asking me about the change of time 
which she had requested several weeks back, (I had indicated to 
her then that I would make every effort to change her hour to a 
more convenient time.) The following exchange took place: 

Patient: Have you been able to change my hour yet? 

Dr.: Not so far, but I haven’t forgotten about it. 

Patient: It’s terribly inconvenient, and I wish 

Dr.: (firmly) I’m doing what I can. 


Patient: Should I feel honored or guilty? 
Dr.: Let’s hear what you do feel. 


you would hurry it up. 


particularly infuriating to the masoch- 
tedly opens the way for further data, 
a typical masochistic tug of war, in 
f win or lose rather than inquiry and 
tnative maneuvers also lead to com- 
ggested that she probably felt both 
uld have initiated a counter-attack on 
my egocentricity, and we would be off again. I might have re- 


elieve produces the most intolerable 


er sharp, 
deep into the hed 
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of such an involvement? As the situation develops, the analyst has 
many private reveries. Some get verbalized, but the majority re- 
main covert and are examined at a later time. During the hour 
described above, some of my reveries went as follows: ‘‘What a 
bitch! Forcing me to admit that I haven’t made the switch yet, 
and am therefore neglecting her. I’ve already taken steps to make 
the change. It doesn’t depend only on me. Always pushing too hard, 
So that she can be told off. But she can’t help it. . . Still why is she 
never satisfied? And what a nasty crack! Should she feel honored! 
Trying to make me feel like a pompous, condescending prig who 
is doing her a big: favor! This is no big deal. She makes it so. It 
was simply a matter of getting the other patient to let me know 
if he can make the change. But she turns it into a big deal, involv- 
ing an issue of generosity. The guilty part, that tops it. Because I 
tell her she’s pushing and I am irritated at her attitude she wants 
me to feel that I’m impatient, intolerant, moralistic and not suf- 
ficiently detached and analytic. Good God! Nothing can satisfy her. 
How can I help her to see this? And then the business of being 
thrown out of therapy. Such an obvious device to stimulate my 
guilt, pity and professional pride, and to avoid what she must feel 
is impending. And why not? How close I often get to that point in 
Spite of my awareness of the technique involved! This is the essence 
of her problem. Yet how hard she works to prove that she doesn’t 
really need me or my help. Playing the big shot when she is in 
Such obvious need!’ a 

I venture the opinion that most people who deal with the mass 
Ochistie defense respond, more or less, in the way I have described. 
Tn response to my question about how she felt, she said in a rather 
condescending way that she was amused at my firmness. She inti- 
mated that she enjoyed seeing me irritated, since it reminded her 
that I was human. This was followed by a typical expiation state- 
ment in which the patient said, ‘‘I realize how important it is for 
You to set limits and not be pushed around. I expect too much 
from my therapist.’’ . 

The rest of this hour was spent in telling me that the analysis 
was no longer central in her life and that it didn w% seem to be do- 
ing any good. She then described her experience with her first 
analyst, which terminated after she had complained about getting 
Nowhere. She had concluded that he was fed up with her. 
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Patient: I seem to be testing again, seeing how nasty I can be before getting 
thrown out. I would like you to get angry enough to throw me out. 

Dr.: If you try hard enough, you could probably succeed, but what will you 
gain from it? It does not necessarily prove that you are worthless, but only 
that some of your acting-out can become intolerable. I have a feeling that you 


are not only testing limits, but testing me—to see how angry, irritated or 
nasty I can become. 


Patient: (in an irritated manner) What do you want me to do? Go to an- 
other therapist? 


Dr.: (I said nothing but indicated with a gesture that the choice was up to 
her.) 


At her next hour, she told me that she had been angry all week. 
She said, “I could cheerfully choke you!’ She then began to blame 
me for not taking enough responsibility for her decisions, for not 
holding her to account for the decisions she does make, and for not 
being sufficiently reassuring about my interest in her. 

This type of exchange occurred in a variety of ways and on many 
occasions in the course of therapy. The therapist is caught in a 
double bind, since he’s damned if he does and damned if he doesn’t. 
If he attempts reassurance or becomes too active, he is accused of 
doing too much and of not having confidence in the patient’s abil- 
ity, or of belittling the patient’s capacities and, most of all, of 
exposing his own insecurity. If he is firm and somewhat detached, 
he is accused of being cold, indifferent, rejecting and, worst of all, 
afraid to expose his own insecurity. (This is reminiscent of the 
analyst’s gambit, as he attempts to expose the patient’s defenses. 
This tactie when used by the analyst, frequently annoys the patient, 


and has the same effect on the therapist when the tables are 
turned.) The patient 


designed to embarrass, 
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and is communicated in nonverbal ways. To express it directly or 
overtly would defeat the whole maneuver. The hurt, defeated look 
and the whining, hopeless tone of voice convey an accusation that 
demands some action from the other person. This patient tended to 
convey her demands in a nonverbal fashion at the same time that 
she verbally denied her needs. Consequently, much of the non- 
verbal behavior had to be examined in therapy in order to explore 
the false values that she espoused. There was frequent disagree- 
ment about the significance of her nonverbal productions. Inter- 
estingly enough, this was less frequent or violent than the discus- 
sions about the meaning of her verbal communications. 

While manipulating and attempting to control the therapist, she 
felt superior and contemptuous of him, and derided what she con- 
sidered to be his sham values. She deprecated the whole world with 
its sham and pretense and justified her lack of faith in its benevo- 
lence. In this way she could remain a person of deep, personal in- 
tegrity in spite of viewing herself as rejected, undesired, and 
worthless, In this way, certain values were supported at the cost 
of personal degradation. The usual notions of dignity, self respect, 
and self esteem have perverted meanings in the masochistic de- 
fense. ; 

While there is no time to detail all the techniques which are em- 
ployed by the masochist in this process of enhancing some values 
while denouncing others, I will mention some briefly, with the in- 
evitable dilemmas they produce: 

1. Exaggerated standards are established to support neurotic values, such 
as being perfect, superman, ete., with the consequent feelings of failure and 
Contempt for self and the expectation of contempt from others. i 

2. Expectation of total generosity and unselfish love in oneself with the de- 
Valuation of any simple, positive feelings or any mixed feelings or motives, 
(Any friendly gesture to or from the patient becomes translated | either into 
an exploitative maneuver or a sexual advance.) Sex becomes possible only in 
States of tension and when it is thoroughly degraded. The female is viewed as 
* weak and inferior human being because she is affectionate, yielding and de- 
Pendent. 


ù 3. Dependency is thus considered conte: 

© denied. The ideal is an independent, ‘ : 
Gratuitous tenderness is a weakness, Or catering—whether i 
ceived, 


mptuous, and dependent needs must 
aloof, supersophisticated maturity. 
t’s given or re- 


In the face of attitudes such as these, the analytic work pro- 
ceeded, with the patient presenting herself as a worthless, hostile, 
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wretched person because she was not totally independent 3 
of the need for approval and affection. When positive sn n T 
highlighted, and realistic skills and capacities were a sat? 
attention, they were derided. She mee the therapist 
ceused him of having too low stand ards. PONE 
von the occasion of the following exchange, an effort was a 
made to examine the exaggerated claims of ne eres ice 
with the tendeney to depreciate her realistic achievements. bere 
her performances could never meet her idealized be cn nap 
achievements were viewed as pitifully minimal, and evidence bi ae 
depreciated self, In attempting to place such situations in pres 
tive and to appraise them realistically the Therapist was j oe 
tively viewed as trying to make the patient “average’’ or as ha a 
decided that the patient was not capable of greater pase 
and trying to force her to make compromises. On the other i 
if he didn’t endorse and support her grievances, he was ee ws 
being unsympathetic and callous with regard to the patient s ei 
ere again the therapist was caught in a double bind. To supp as 
the neurotic standard by endorsement or acquiescence was to i - 
derwrite the aberrant behavior, while to be the reality represen F 
tive called forth accusations of disinterest. Just listening or ma i 
ing only the minimum of interpretations would throw the _ 
into severe anxiety, since she could not tolerate silences for ae 
length of time, Such patients have an enormous need for any m 
(including physical contact) and consequently 
nd impetuously force some kind of verbal or 
A formal analytic attitude often results in ex- 
travagant acting-out both in and out of the office with consequences 
that demand intervention. The following incident demonstrates 
Some of these issues: 
The patie the evening before. She felt 
that no one er and that her conversation 
pon closer examination it ap- 
ith many people, but they had 
d on to other groups. 


peared that she had 
stayed awhile and the: 


Dis 


Since it now appears that many people did talk with you, perhaps you 
expected them to remain until you dismissed ther 


m, or not to leave at all. 
See yourself in this şi P i, FeDe a Wt 


conversed w 
n had move 


| 


— 
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didn’t get what you wanted, when you wanted it. (This problem had been a 
frequent area of discussion.) 

Patient: (angrily) That’s a lot of intellectual crap! It doesn’t help me to 
know what I am supposed to expect. That doesn’t do any good. You don’t 
know what it’s like, feeling stupid and dull and watching people come and go 
because you can’t amuse them or interest them. You always blame it on me! 

Dr.: What makes you so angry at my remarks? I’m not telling you what 
to expect—rather I’m focusing on an aspect of your behavior that inevitably 
leads you to feel rejected and worthless. My remarks are designed to help you 
see what actually happens, rather than to detail what should happen. 


At this point, the patient changed her attack and accused me of 
going on the defensive. The session came to a close shortly after 
this exchange. The patient remained quite angry and left without 
the usual ritual of a friendly good-bye. However, at the next ses- 
sion, she indicated that during the weekend she was preoccupied 
with mixtures of self reproach, self pity, bitter attacks on me and 
contradictory feelings about our work. She opened the hour by de- 
seribing some of her preoceupations. 

Patient: It was a miserable weekend. I spent all the time accumulating 
instances of how you distorted and misrepresented what I said. This made me 
depressed as hell and I had orgies of feeling sorry for myself, the ‘‘poor’’ 
me you have talked about. It struck me that my relationships with people 
Seem to be getting worse. I’m getting more sensitive and negativistic—fighting 
back all the time. (At this point she burst into tears.) : 

Dr.: (feeling that she is struggling to say some friendly things about me) 
You seem to be having a great deal of difficulty expressing how helpless and 
girlish you feel. This might imply that you are dependent upon me, Why is 
this so intolerable? And why must you deny it all the time? 

Patient: I got most irritated at you on Saturday when I saw you being so 
well adjusted and never having trouble at a party. This mfuriated me. 


This was a familiar sequence. Whenever some advance was made in 
understanding her difficulties, a flood of complaints followed about 
the work not going well, or my pushing her too hard, ete., ete. Real 
gratitude could only be expressed in this fashion and could be 
identified by observing the nonverbal accompaniments, such as the 
tone of voice as well as a softening of the patient’s gestures and 
attitudes. The patient denied the tenderness at first, but later on 
came to recognize it, and grudingly admitted it. The tendency to 
idealize the analyst and see him as an individual who functions 
without travail or anxiety serves many purposes. While it repre- 
sents the ideal, loving, perfect parent who could and would fulfill 
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all the patient’s needs, it also sets up a straw man who can easily 
be knocked about. . 
The patient had prodigious grievances against her mother which 
she never relinquished in the course of our work. She described her 
as “ʻa person who gave me nothing, rather than someone from 
whom I got anything.’’ Her relationship with her mother was char- 
acterized by a continual state of siege very similar to the analytic 
relationship. At times she would be openly antagonistic and re- 
bellious, and negate our work by calling everything a ‘‘lot of 
baloney,” or by a mocking, flippant attitude toward all observa- 
tions or interpretations, The necessity to see me always as pushing, 
demanding and critical was involved in her refusal to acknowledge 
the Possibility of a benevolent helper in her world. It made it pos- 
sible to engage in a tug of war, and ultimately to fulfill her mas- 
ochistic trends. In the incident which follows, the patient refused 
to recognize how she needed to maintain a special, privileged status. 
It was related to the overriding necessity to sce herself as a strong, 
independent individual who needed no one and who must never 


overtly demonstrate her dependence. The following exchange oc- 
curred : 


Patient: While in Cleveland I felt as if I was not too welcome. Our friends 


didn’t seem to be enthusiastic and I was never sure how they felt about me. 
Dr.: What gave you that feeling? 


Patient: There seemed to be so little enthusiasm about our visit. I ara 
how often the conversation revolved about others. Most of all I was hu 


gathering many details about the visit, it was clear that she and her husband 
had not only been graciously received, but that many friends, upon learning 

of their presence in Cleveland, had issued spontaneous invitations.) 
Dr.: Did you feel that the invitations were not warm enough, or were not 
delivered in a properly respectful fashion? It sounds like you are again 
i ehavior of others—leaving you feeling slighted. 


Patient: I must know how they feel about me. I can only tell by what they 
do. 


Dr.: How can you ever know? Whatever th i ve i i 
done in the prop 
Patient: While that may be true, 


than in examining the incident, 
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Patient: I must be sure that I’m really wanted; that’s why I want such 
assurances. 

Dr.: But the kind of assurances you require are largely impossible to obtain, 
so we are back where we started. 


At this point it was clear that the tug of war had superseded 
any concern with the data. She was clearly aware of the reasonable 
nature of the observation, but had to deny the role it played in her 
neurosis. The merry-go-round exchange was her certain way of 
evading one issue while defending another. The patient in this in- 
stance was supporting the notion that she didn’t want to intrude 
or take advantage of anyone, while in actuality she made unreason- 
able demands upon her friends which were entirely out of keeping 
with the nature of the relationship with them. 

On this occasion I reviewed the vicious circle that her require- 
ments and idealizations produced and the consequent disappoint- 
ments that resulted. Her reply was, ‘That’s the way you see it. I 
see it the other way around. I am ‘no-good’ and that’s where it all 
Starts,’’ 

It is clear that the therapist is ¢ 
he knows it, in his endeavor to hel 
tion more objectively. The patient a 
events in her life to the notion of her inadequacy and undesirability 
rather than to investigate the possibility that her neurotic patterns 
either produced realistic rejection or the unrealistie feeling of be- 
ing rejected. In therapy this was achieved by drawing the battle 
lines on the secondary issues, and any attempt to investigate her 
behavior or activity resulted in a tug of war. Freud was unduly 
pessimistic about the therapy of masochism because he seemingly 
did not fully comprehend the dynamies of this tug of war. The suc- 
cess or failure of therapy frequently rests on the skill of the thera- 
pist in handling this situation. 
_ Since this kind of fencing is 
it cannot and should not be avoided in 
be put to constructive use by drawing 
not prolonging the tussle umnecessar 
sufficiently aware of what is going on to avoid forcing the patient 
to yield in order to “win the battle.” Who wins or loses is the 
patient’s major concern. For the therapist, the battle as a technique 


aught in the tug of war before 
p the patient appraise a situa- 
ttempted to reduce all the 


inherent in the masochistic process, 
therapy. Instead, it should 
the proper battle lines and 
ily. The therapist must be 
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must be highlighted. This pitched contest, which Freud called the 
“negative therapeutic reaction,’ occurs whenever an effort is 
made to clarify the masochistic pattern or illuminate the false 
values of the patient and his necessity to divert every event or 
interpersonal exchange into a derogatory and humiliating experl- 
ence. In view of this tendency, the therapist should directly inter- 
vene and make overt the true nature of the patient’s distortions. 
This usually results in getting involved in the battle, but it pre: 
vents the patient from resorting to covert tactics which continue 


the tug of war at a level which is inaccessible to examination and 
elucidation. Nonintery 


does not avoid the tu 
classical detachment 


St not overthrow, but for whom she 
is is the typical relationship which 
ealings with the world. In such a re- 
confirms her neurotic self and the 
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who is kind to a masochist. It gives us some useful hints about the 
pitfalls in dealing with the masochist. 

The masochistic defense seems to be a particularly effective way 
of dealing with certain problems of existence—namely, guilt, help- 
lessness and powerlessness. Although masochistic behavior often ap- 
pears to be ‘‘unconscious guilt seeking for punishment,’’ it is not 
clear what is primary—the guilt or the brazen, exploitative, right- 
eously indignant behavior of the masochist. This kind of behavior 
often produces guilt in response to actual assaults upon the en- 
vironment. The masochist more often looks like someone who feels 
cheated, denied and abused, and is attempting to get justice and com- 
pensation for her claims. This may provoke sadistic rejoinders and 
guilt feelings. The usefulness of this defense in dealing with the 
feelings of powerlessness depends upon man’s continued belief in 
primitive magic and its power of expiation, and on the human belief 
and propensity (Masserman’s Ur-defenses) to stimulate another 
human being to benevolent action by the appeal of helplessness. This 
has its roots in the prolonged state of helplessness of the human in- 
fant and total fulfillment which accompanies it. 

The masochistic maneuver is essentially a primitive technique 
which attempts to overeome weakness and helplessness by a display 
of utter inadequacy. It is analagous to the behavior of some animals 
who, in moments of greatest danger, either freeze or present their 
most vulnerable areas to the enemy. It is a way of dealing with the 
hopeless despair which man faces in the awareness of his ultimate 
powerlessness, Its ubiquitous involvement in all human affairs may 
be understood in terms of the universality of the feeling of helpless- 
ness. The phenomenon of masochism helps illuminate the culture- 
instinet dilemma, since masochism is one of the effects of the de- 
velopment of man beyond the bonds of instinctual necessities as he 
evolved out of the animal kingdom, without adequate tools at his 
command to deal with the existential problems this produced ; that 
is, loneliness and powerlessness. 

The depressive maneuver is similar to 
many ways. In the depression we note t n 
tile recrimination along with self derogation and denial. In the ex- 
treme, suicide may occur, which is the ultimate of self denial and 
hopeless despair. The depressive maneuver 1S a defense against the 
loss or supposed loss of a person or value held essential to the in- 


the masochistie defense in 
he angry rebukes and hos- 
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dividual’s integration. As a process of repair it attempts to replace 
or restore these lost values by a variety of maneuvers, among them 
the masochistic defense, in which the individual insists that he can- 
not live unless these lost objects are restored. The masochist, on the 
other hand, demands that he get what he is entitiled to, never ad- 
mitting that he has lost anything or that he needs anything. One is 
an overt expression of weakness and despair, while the other is an 
overt expression of strength with covert manifestations of helpless- 
ness and despair. 

While it is often difficult to understand just what masochistic be- 
havior is designed to accomplish, some things, however, are clear. 
The patient’s behavior is self destructive and self denying. Every 
issue, event, relationship and goal is marred by activity which pre- 
vents any real fulfillment and satisfaction. Nothing can or must go 
well—happiness and Success must be avoided or denied—the pic- 
ture of unrequited love must always be fulfilled. Anxiet -free exist- 
ence must be avoided as if it were dangerous and sinful. The mas- 
ochist’s position would be formulated by him in the following way: 
“T am no good. I can never get what I need or want, and what I 


won’t need any of these things; and if I am sufficiently strong, I 


ans 1 3 Berliner reported in 1940 about one of his mas- 
ochistie patients in his article, Libido and Reality in Masochism. He said: ‘‘If 


I were clever, Successful, lovable, I would make it impossible for my father 
to hate me. Then I would claim to be loved by him. He wishes to see me un- 
lovable so that he can hate me. T cannot be clever and lovable and successful. ’? 
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submit or commit yourself to no one. In that lies your strength 
and integrity. Do not be misled by men who never come through, 
or women who deceive themselves into thinking they can make 
the man give. 

The process and goals of masochistic behavior express the tend- 
ency to maintain the psyche-soma or body-soul dichotomy, where 
one elevates a set of needs whether they be valid or not, above and 
in opposition to other bodily needs. Sacrifices must be made, suffer- 
ing endured, rewards and gratifications denied while fulfilling some 
value established at some early period of one’s life as the basis for 
preventing actual or supposed serious threats to one ’s integrity. 

The mortification phenomenon so prominent in religious systems, 
both East and West, reflects this notion of masochism as a body-soul 
Phenomenon. A study of mortification supplies us with a valuable 
historical source of understanding of man’s self-destructive ac- 
tivities, philosophically acceptable, rationalized and ritualized in 
religious dogma. It emphasizes the goal of fulfilling higher needs 
and values by expressing contempt of bodily functions through 
mutilation or neglect of these functions. The essence of mortifica- 
tion in the Christian ethie which has lost favor these past 200 years 
is the denial of one’s wordly, material, biologie existence in order to 
leave the soul pure and unsullied and available to the divine. The 
Conception of purification by mortification or mystical identification 
implies that the soul as a divine organ is hampered by the relentless 
demands of the soma, William Graham Cole, in his book, Sea in 

hristianity and Psychoanalysis, Says, “The ascetic denial of things 
of the flesh derives from a dualistic attitude, which seeks salvation 
gatas the world, removed from the AY sordidness of ma- 

erial existence in the things of the ‘spirit. <o 

Consequently, there was Cral support for acts of mortification 
Which had its greatest flowering in the fourteenth and fifteenth cen- 
turies. What was the mortifier attempting to achieve? His goal 
could be summed up as the attempt to kill the old self, the natural 
man and his self-regarding instincts and desires. The natural needs 
and functions of man interfere with the fulfillment of his more 
Spiritual, divine goal, and thus they need to be denied or extirpated 
to achieve this higher goal. Mortification became elevated into a 
more ethical and spiritual process than the base fulfillment of man’s 


biologie needs. 


Tn some Eastern religions, such as Hinduism, it forms the core 
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of the doctrine of control of the flesh for the sake of freedom of the 
spirit. Jainism, for example, is a seet which is wholly involved and 
dependent on the practice of total mortification. In this sect the 
practice of akimsa, or noninjury to any and all living things = 
volves practices which totally disregard the individual’s soma, and 
which guarantees the purity and integrity of the soul. Mortification 
is still current in some flagellant sects as a means of see el 
with Christ, by assuming that in the sharing of his suffering moy 
can share his martyrdom. The masochist, like the mortifier, fulfills 
some higher need by a process of active denial or self punishment. 
It makes no difference if the masochism is extreme or minimal, 
Sexual or not, or restricted only to limited areas in one’s living. bors 
program is the same. In order to fulfill some values, sacrifices mus 
be made and baser needs denied. Fritz Wittels, in his book, The 
Mystery of Masochism, says, ‘The masochist wishes to prove the 
futility of one part of his person in order to live the more secure in 
the important other part.” A i 
In the masochistic process the individual is attempting to fulfi 3 
some higher ideal as visualized by him. It may be simply the idea 
of independence or fr Fas 
fects may be self destructive, the individual views it as a pails 
Program. While putting aside his striving for strength, pride and 
dignity, the masochist abandons himself completely to weakness and 
dependency, achieving a false sense of strength and grandiosity 
through his power to control, dominate and manipulate the environ- 
ment. Thus we cannot conceive of the masochist as gaining pleasure 
from his activity. He is interested exclusively in the effects of his 
activity, not in the activity itself. His performances are esteemed 


only as they fulfill the value which he conceives as the major goal 
of his behavior, 


The ritual of expiation, 
the masochistic process, is 
unity or totality of the pe 
awareness of some distorti 


or propitiation, which is so universal P 
an acknowledgement of the threads o 


eedom, and although the accompanying ef- 
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obtain fulfillment only in extreme states. It assumes that rewards 
and fulfillments can come only from an authority who demands to 
be appeased and placated, and whose attention can be gained only 
through extremes of misery and suffering. It believes that things 
must get worse to get better, or that only the exceptional will arrest 
the attention and interest of the significant adult. If it cannot be 
achieved by positive, satisfying performance, then it will be done 
by negative, destructive and self-thwarting activity. The concept 
of extremes leads to the Christian notion that ‘man’s extremity is 
God’s opportunity.” It has become so widespread a belief in the 
Judeo-Christian culture that suffering, pain, anguish, ete., have 
been considered as necessary preludes to salvation. The existential 
Philosophies of Kierkegaard, Heidegger, Tillich and Neibuhr have 
emphasized this aspect of the human predicament. 

Any hypothesis about masochism must account for the masochistic 
sexual perversions as well as the fact that the sexual apparatus in- 
variably plays some role in the masochistie process. In view of the 
hypothesis proposed in this paper, any tendency, impulse or activity 
which is potentially pleasurable, but culturally disapproved could 
be made the object of the masochistic dynamism. This may account 
for the universality and timelessness of masochistic phenomena, 


since the disapproval of certain pleasurable activities (whether for 


moral or magical reasons) has always accompanied the human situa- 
potentially 


tion. Sex is peculiarly suited for this purpose, since it is I 
a great source of pleasure while it is an object of much disapproval. 
At the same time, unlike any other biologie function, it 1s eapable 
of being denied or permanently abandoned. Since sex can be the 
Source of the greatest pleasure, it should produce the greatest re- 
wards in the masochistic formula. For this reason, it so commonly 
accompanies the masochistic process. , 

The sado-masochistie symbiosis must also be illuminated by any 
hy pothesis concerning masochism. From my point of view, sadism 
is a less satisfactory way of achieving the same goal that the mas- 
ochist strives for. The individual who becomes involved in the 
masochistic process punishes, denies and denounces the same values, 
tendencies and weaknesses in others that he castigates in himself. 
This is further evidence of his devotion and dedication to his 
highest cause. He is always prepared to heap contempt and often 
physical abuse on others for the same qualities that he abuses in 
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himself. Consequently, we often find the two processes closely iden- 
tified in theory and practice, for they are two sides of the same coin. 

While self denial can serve positive purposes and be a stimulating 
constructive force, it is qualitatively different from masochism. Un- 
restricted gluttony is not the converse of masochism, but another 
mode of the masochistic process, since it overemphasizes the sensory 
requirements of man. In mortification, the body-soul dichotomy ds 
at issue, while in masochism the higher physiologic and psychologic 
needs are opposed to lower ones.* Man as a unitary, total person 
has not only biologic needs, but also creative or strictly human 
needs, which extend beyond his physiologie requirements. There- 
fore, an exaggerated emphasis on the biologie needs, as in physio- 
logic hedonism, is also masochistic. The masochist attempts to en- 
hance certain values, whether spiritual or somatic, by denying or 
destroying those aspects of himself which seem in opposition to 
those values. The masochistic values can ultimately be reduced to 
needing no one—a supreme isolation and separation without, how- 
ever, the usual despair which accompanies such a movement. 

* Higher physiologic and psychologic needs here refer only to the hierarchy 
of the body organization and has no implied moral evaluation. The autonomic 


functions represent a lower physiologic system than the sexual apparatus, and 


likewise, creative enterprises represent a higher physiologie organization than 
other primitive systems. 


— 


MASOCHISM AND SELF REALIZATION 
By HAROLD KELMAN, M.D. * 


Tue HISTORY of psychoanalysis could be written from the 
viewpoint of changing theories regarding masochism. Horney’s ideas 
on this tragic and baffling human phenomenon also saw many re- 
visions. I shall present certain of her basic premises as background 
for her ideas on this subject, for my own and for a discussion of 
Dr. Salzman’s presentation. 

By 1917 Horney’s philosophy regarding man ’s nature was already 
growth-centered and optimistic.t In 1950 this was formulated as the 
urge toward self realization. The dynamic principle giving it direc- 
tion she called the real self.* Her optimism was based on an expand- 
ing awareness of psychic illness, the intricacies of which she deline- 
ated in such detail. She defined central conflict * as the opposition of 
| Processes favoring and obstructing self realization. She said that 
man by nature is neither good nor bad, but inherent in him are 
evolutionary constructive forces. What promotes them is moral, 


what hinders immoral.* 


Spontaneously, children move toward people in love and co-opera- 
and away from 


| tion, move against people in anger and opposition, 

| them to be independent and with themselves in whatever mood. 
When these moves are interfered with, basie anxiety * develops. Its 
essential elements are the feelings of helplessness and aloneness in a 

| Potentially hostile world. As Horney’s ideas evolved, sick helpless- 
ness became the self-effacing solution, hostility the expansive so- 
lution, and the feeling of aloneness the solution of resignation.” 
Conflict between any two of these neurotic solutions, Horney called 
basie conflict.® 
_ Concomitantly her ideas on maso 
in 1931,7 she took issue with Freu ; 
clearly stated that The Problem of Feminine Masochism 8 was not 
femaleness. By 1939 she had completely rejected the notion that 

| anatomy is destiny,’’ and said, ‘‘The way specific cultural condi- 
tions engender specifie qualities and faculties, in woman as m men— 
this is what we hope to understand.” ° ‘*Masochistie perversion 
does not explain the masochistic character, but the character ex- 


* Director of Training, American Institute of Psychoanalysis. 
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chism were evolving. Explicitly, 
d’s death instinct. In 1935 she 
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plains the perversion.” 10 Masochism is not turned-in sadism. The 


exaggerating and abandoning himself to his suffering to the point 
where pain becomes a narcotic." By 1950 vindictiveness was the 


explanatory principle for what I then still called masochistic phe- 
nomena. I would think now that this longing arises from the back- 
ground of the special self-effacing structure,” 13 
In Neurosis and Human Growth, sexual masochism, moral mas- 
ochism, masochism, sadism and sado-masochism no longer funetion 
as central concepts, Horney felt that the so-called masochistic phe- 
nomena could be better understood dynamically, seen in much 
greater detail and dealt with more effectively in therapy when 
viewed in terms of her concepts of pride, self hate, the shoulds, 
alienation and, of course, the solution of self effacement. With 
Horney’s Position ag Presented thus far I am in agreement, and 
thereby state my position With reference to a number of points in 
r. Salzman’s presentation. For purposes of discussion, I shall 
continue with the term masochism using it in the sense Dr. Salzman 
has defined it. 
ormulating her ideas on masochism in 1936 and 1939,14 Horney 
commented on Appollonian and Dionysian tendencies in different 
cultures, The former emphasize the molding and mastering of life. 


the time of the Thracians. While in the West, Appollonian ten- 
dencies are part of culturally patterned experiences and high value 
38 put on them, Dionysian patterns tend to be culturally frowned 
althily or neurotically motivated 


g and mastering life, the West has put 
» Competitiveness, denial of feelings 
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ones as well. Oriental metaphysic, not speculative philosophy as we 
understand it in the West, defines what it is in negative terms, i.e., 
by saying what it is not. It is nonrational, nondualistic, nonteleo- 
logic, nonproselytizing, non-time and non-space bound and non- 
materialistic. It is also nonconforming and nonconventional to 
Western value systems. But it is also nonrebelling against them. 
Neither conforming nor rebelling, it is acepting of what is, which 
has nothing to do with approving or disapproving. This attitude 
might be exemplified by that of Zen Buddhism which does not 
emphasize the Dionysian tendencies as so many in the West tend to 
believe all Eastern philosophies do; nor does it look down on the 
Appollonian ones. It does not counsel ascetism, resignation or morti- 
fication of the flesh which is the viewpoint so many Westerns have 
of Eastern philosophies. Zen is a practical, everyday lived philoso- 
phy. When asked what Zen was, one master answered, ‘‘Eat when 
hungry, sleep when tired.” s 
Dr. Salzman mentions philosophers, theologians and mystics who 
consider masochism a natural and logical behavior arising out of a 
dualistic view of man, Yes, such a viewpoint would arise out of a 
dualistic view but not from a nondualistie one. Also he said certain 
animistic and theistic religions institutionalize mortification of the 
flesh. There are others that do not, and also what may look like 
mortification to a Westerner may be an expression of a nonmaterial- 
istic attitude. Dr, Salzman also mentions some who view masochism. 
as an existential and inevitable accompaniment of human affairs 
which I feel evidence contradicts. These comments are to afirm my 
view that masochism is a pathologic phenomenon whether individu- 
ally, culturally or religiously supported, and that it is not given nor 
innate, therefore neither to be exalted nor disparaged but to be 
treated. 
In the past I have in general thought, felt and done what Dr: 
Salzman deseribed he did with his patient, though T did not “di- 
rectly intervene and make overt the true nature of the patients 
distortions” as he suggested. Now my attitude in all therapy, and 
ence with Miaknahista patients, is nonteleologic: not “the classic 
detachment’? which would increase the patient’s anxiety as Dr. 
alzman suggests, but an alert passivity which can be a most active 
Process. This attitude of openness to “what is” is further character- 
ized by choiceless awareness, alert vigilance to immediate realities, 
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he is while maintaining a feeling of my identity, being verbal when 
necessary to help him experience his whatness and howness in the 
here and now, whether he puts that experiencing in symbols of the 
Past, present or future, or in terms of Persons, places or things, 
present or absent,16 

In the past I was too rationalistie, argumentative and proselytiz- 
ing, and too ambitious for my patient’s welfare—hence more often 
felt frustrated and defeated. Also I was seeing my patient’s need 
for contact too materialistically, hence too much in terms of physical 
contact, thereby missing sensing some of his much deeper emotional 


“I now have a stomach ulcer which I have to baby.” This is the 

result of working with such patients the way I did in the past. 
From consultations, Supervisory and personal work with patients 

having severe masochistic involvements, and where I feel therapy 
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know of many instances where both occurred several times and 
therapy was not successful. Such episodes hopefully, will diminish 
With our greater knowledge and competence. (4) I know of many 
therapeutie ventures with such patients that were interrupted by 
patient or therapist or both because of the conscious or unconscious 
experiencing of the possibility of a suicidal or psychotic episode. 
Sometimes as I saw it, there was a deep wisdom in such interrup- 
tions. But there were others where patient or therapist or both 
stopped because of their fear of taking certain very real chances and 
thereby missed very real opportunities to work through fundamental 
Problems—opportunities that might not come again for years or 
ever. (5) These suicidal and/or psychotic episodes may occur early, 
In the middle, or late in therapy. In one instance a suicidal phase 
Occurred at the end of the second year of an analysis, and in another, 
a psychotie episode in the eighth year of an analysis, now in its 
cleventh year. In both I can envisage what I would call a successful 
Outcome. (6) While the therapy of such patients is going on, many 
Years of life must be lived and by that I mean 15 to 20 years at least. 
(7) The actual work in therapy of such patients must extend over 
many years whether with one therapist, or a sequence of them, with 
Or without shorter or longer interruptions. P 
T can illustrate these points and others by presenting the analysis 
ot a woman 52 years old, whose husband died 5 years ago. Her 
therapy began 20 years ago. I am the fourth therapist. She has been 
In treatment 8 years, the last two with me. She has had two short 
°spitalizations, one short and one long series of electric shock 
erapy and about a year of group therapy. , 
n our first a via said, “You are tough. You can take it 
and there will be no nonsense with you.”” The many meanings of 
these statements were discussed frequently. Among them were her 
feelings I always would be there to be leaned on without pulling 
away, to be sat next to without rejecting her, to be assaulted without 
MY caving in, and to be clung to and be reassuring when she was 
m panic, A month ago, while talking of her trust and conidia 
in me, she began to chuckle, got red in the face and said, ‘‘I had a 
sunny thought. It came ‘your intolerable patience. ; Yes, your 
tolerable patience which is really warm and compassionate.’ 
Also in our first session she spoke of feeling ‘“‘lower than the dust 
Under Jesus’ feet,’? but did not understand the colossal arrogance 
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in this statement until one and one-half years later. Three months 
after we began our work she dreamt of a beautiful woman high up 
on a platform, dressed in white flowing robes with the sun’s rays 
streaming down and focused on her. The dream meant nothing to 
her. In all masochistie patients, as Dr. Salzman pointed out in his 
patient, we see on the one hand, extremes of irrational expansive- 
ness to the point of not only encompassing but being the universe, 
with everyone as extensions of themselves, and on the other hand, 
the opposite extreme of irrational contracting to self extinction, 
and submerging in the all which they at the same time feel they are 
At some point in the therapy this irrational expanding and con- 
tracting must be experienced in juxtaposition. This Horney called 
the basie conflict. When it is experienced, there may be violent 
anxiety, hate, self hate and feelings of being split or pulled apart. 
Understandably this experiencing is avoided at all costs. The 
tragedy is that such patients not in therapy or while in it and long 
before they are ready for it, often have forced on them by life cit- 
cumstances—inner and outer—the sudden experiencing not only 0 
basic but central conflict as well, and with distressing consequences 
In the first year of our work, this patient began to have longer a”! 
longer periods of more violent anxiety. After about six months, 
outbursts of hatred toward me began and reached murderous Pp? 
portions last spring, when for a period of six weeks she was more 
or less psychotic. In September there was another less violent eP!” 
sode lasting about three weeks. She turned her home into # 
Sanitarium. I knew she was terrified of going to a hospital. I saw 
her three times weekly during both periods and on several occasions, 
on a Saturday and Sunday; I phoned her at least three times daily- 
I knew the acute phase was passing when she began to phone me 
and to tell me it was not necessary for me to call her. If the therapist 
is willing to take chances and accept some trying burdens, thes? 
patients can be carried through such episodes with a deep and last- 
ing therapeutic effect. In the past two months she spoke of feeling 
different than she ever had in her life, is often good-natured, and 
teasing. From her associations and dreams, I felt last spring, sh¢ 
had begun to experience basic and central conflict, and this was 
more clearly evident this fall. During the last disturbed period she 
often spoke of feeling on the edge of a precipice and of being terri- 
fied. After the last phase passed she talked of feeling she had turned 
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a corner and was now able patiently to accept living day by day in 
a manner she previously had regarded with loathing and hatred. 
Also her dreams revealed the experiencing and resolution of basic 
and central conflict. Without too much anxiety, in a number of 
dreams, the tops of houses and the upper stories of buildings were 
crumbling while she was moving along on the ground. I feel she is 
now beginning to turn toward life and I can envisage the possibil- 
ity of a successful outcome to our work. 

In the cases cited, I feel I have indicated how with “‘intolerable 
patience’’ and the nonteleologie attitude, it has been possible to 
help masochistic patients who manifest in a sick way exaggerations 
of the Dionysian tendencies. 

There are two other sentences in Dr. Salzman’s paper which just 
as easily could have been the focus of my prepared comments. (Dr. 
Salzman said, “All of the patient’s activities were carried out in a 
State of high tension which, while considerably uncomfortable, was 
her requisite mode of functioning. Peaceful, noncontentious living 
Was most unattractive and unbearable to her.” f 

It has long interested me as to what goes into thi for 
“state of high tension’? and why these patients find peaceful living 
‘‘unbearable.”” First I want to make note that these patterns may 
not be in the foreground at the beginning of therapy and even after 
it has proceeded for some time. , 4 

This state of high tension has many functions. These patients 
unify themselves around this feeling of tension. It is a passion with 
them and they passionately mantain it. It gives them a feeling of 
identity and spurious aliveness. This tension also acts as a motor 
for their activities which are centrifugally directed. They experience 
all of life going on outside of themselves as not to be responded to 
but to be reacted to in submission to the point of self extinetion or 
in domination to the point where the other person is swallowed. 
Their center of gravity is outside of themselves. Their eentrifugally 
directed living is also related to their often flagrant projections and 
externalizations to the point of paranoia. . os 

Clara Thompson mentioned that a hate relationship is more bear- 
able for these patients than one of love. I feel her observation fits in 
With this need to maintain a high tension state. The hate relationship 
maintains it fairly consistently while the love one will do so only in 
the eestatic moments of loving or being loved. But these moments do 


s need for a 
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not. continue and soon something in the direction of quieter and 
peaceful phases occur. As this happens, the tension goes down, and 
this is intolerable because the unbearable feelings underneath this 
numbing high tension begin to be felt, Among them are disruptive 
anxiety and terror, loneliness, suicidal self hate and conflict. i 

Dr. Romm’s point about pain currency fits with their centrifuga 
living. They are always bargaining and making deals with life, fate 
and people in terms of rewards and punishment and in a most 
dramatic manner. J ung’s patient with the gun illustrates this very 
well. Everything and every moment is a matter of life and death, 
usually for dramatice purposes but occasionally the tragedy is 1? 
the poignancy of an actual suicide or psychosis. 

One reason the currency is in terms of pain is because pain, past, 
present and future, and relief and release from it almost totally fil 
these patients’ mental and emotional horizons, and the analyti¢ 
sessions. They are constantly demanding that the analyst do some 
thing about their suffering and berating him because he hasn’t done 
enough to relieve their pain. Here we come upon several paradoxes: 
The very heightened state of tension becomes a numbing narcoti 
which they need and unconsciously create. Quantity becomes quality. 
So more tension means more narcosis. This in turn means not only 
maintaining but exaggerating the masochistic processes. AS the 
therapist helps in resolving these patterns, he is giving constructi Me 
help, but it leads to lessening of the tension and thereby increasing 
the pain. This is one of the crucial dilemmas in the therapy of suc? 
patients. They, who demand relief from pain, must be helped to 
tolerate transient, and even prolonged increases of pain for the ulti- 
mate resolution of their problems. 

We must consider not only intrapsychic but interpersonal fac- 
tors as well to understand masochistic patterns and particularly this 
need for a high tension level. The masochist must always be oa 
periencing an oppositional dualism with another, in fact, or in 
imagination. In fact he prefers that it be one person and preferably 
one of the opposite sex, Masochists usually are averse to grouP 
situations. They force all kinds of human gatherings into a one to 
one relationship. Everything must be cut down to a small size where 
it can be controlled. If they are away from others, they carry them 
in their minds and feelings. Several patients said they ought to pay 
me for twenty-four hour duty because they always had me with 
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them. They held endless conversations with me and either were 
hating or loving me to death. 

This high tension state has many sources, one of which is anxiety ; 
indeed, much that is felt as tension is anxiety. But there are at least 
three kinds of anxiety in masochists which must be distinguished. 
There is a foreground variety that the patient almost consciously 
exaggerates and dramatizes to intimidate and manipulate his en- 
vironment. At a lower level these same patterns are quite uncon- 
scious. They are used to maintain the high tension level and to serve 
as a motive force to catapult the patient against the external world, 
be it ata single person, many or a situation, to bend it or them to his 
will. There is a third still deeper anxiety that becomes evident only 
very late in therapy when these other patterns have become con- 
siderably resolved. It derives mainly from experiencing central 
conflict and self hate. 7 Pe 

Although the masochist may complain bitterly about this high 
level of tension and anxiety, actually, he needs it and perpetuates 
it, At times and for a host of reasons the tension level may suddenly 
diminish. With this sudden change, masochists go into panic and 
terror because for a few moments they have experienced what was 
Warded off by this high tension level. With the sudden lowering of 
tension, their contact with reality recedes, their sense of identity 
lessens, They begin to experience feelings of loneliness, nothingness 
dissolution, conflict, wild disruptive anxiety and suicidal self 
hate, 
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THE INTERPERSONAL APPROACH TO THE 
CLINICAL PROBLEMS OF MASOCHISM 


By CLARA THOMPSON, M.D.* 


ALTHOUGH MUCH HAS BEEN WRITTEN about the problem 
of masochism, it still remains one of the defenses most difficult to 
analyze successfully. As Dr. Salzman has pointed out, whatever our 
basie theory of the problem is, and there is considerable divergence 
among us on this, we can all agree on a statement of the practical 
difficulties in any attempt to bring about a resolution of this particu- 
lar defense. Freud’s term, ‘‘the negative therapeutic reaction’’ ex- 
presses our pessimism about the all too frequent failures in therapy. 
But all defensive character traits are designed, by their very reason 
for being, to defeat therapy. All studies in ego psychology in recent 
Years demonstrate that the character defense is a protective device 
designed to cope with anxiety. Any tendency to break up this de- 
fense invariably produces anxiety, and the patient therefore strug- 
gles against insight. Nevertheless, the skilled therapist usually does 
Succeed in breaking down most defenses. However, I would like to 
Point out that this is not as true as it seems. Certain defenses ac- 
ceptable in the culture because they have secondary gain value are 
Not spontaneously brought out in analysis, and do not get analyzed 
because the patient feels no need to alter them: e.g., excessive am- 
bition, competitiveness and overmethodical organization of activity, 
ven though they may hamper the development of a person’s best 
Creative capacity. . . 

The thing which is unique about the masochistic defense is that 
the patient thinks he wants to get rid of it. On the conscious level, 

e does not enjoy his suffering enough. He is at least somewhat 
aware that he is not happy and his life is being limited. And yet 
almost from the first day he acts as if he did not want to get rid of 
it. 

There are at least two factors which greatly hamper therapy— 
One is the enormous amount of attention one can get by suffering, 
and this, in itself, has its satisfactions. If it could be carried on 
Successfully indefinitely, the patient might not seek treatment. 


m * Late Executive Director, W. A. White Institute, New York. Cf. in memo- 
tam, p. v. 
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ure of its excessive demands, it oath 
or later antagonizes the sympathizer, and either provokes E E 
Tetaliation or complete rejection. Another factor which i 
therapy is the masochist’s ability to turn the analyst’s affent 
to the patient’s persecutor, husband, wife, mother or whome ra 
The picture presented is one of suffering, and as one listens to q 
story, it usually becomes apparent that the patient is, in fact, being 
badly treated. If the analyst stresses this fact, one gets a peg 
improvement at first. Tho patient Cjoys having a champion @ i 
Seems to transfer allegiance to the analyal for a time. What iù = 
dl HAUL dléar is the siima “ay in which the patient ig ponding se 
LOFINONLOK $a his beliavla. iiis, E think De. Sataman has pr 
very clearly in tha excerpts of conversation between him an ie 
patient, The aggression ig so veiled in tears, so to speak, that t 
therapist must constantly struggle against sympathetie faven 
The patient is asking for help, but when he gets it by this method, 
he always manages to frustrate it. This makes the analyst feel power 
less, and, presently, he is tempted to do the same as the others in- 
volved, either to rub the patient’s nose in what he is doing or throw 
him out. 

` A patient whom I tried to 


analyze for a brief period 30 
years ago periodical 


y calls me in apparent desperation from a dis- 
tant city where she now lives. Sometimes she comes to New York 
and must see me. The story is always the same—she cannot bear 
living with her husband another day. ‘He is cruel, selfish, with no 
real regard” for her. She moans that he has ruined her life. She 


Surface, but completely in- 
e. Perhaps because I knew 
tient really wanted to leave 


have refused to see her, telling her I do not think she honestly in- 
tends to do anything about it. This has 
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if it has made any change in her. I have probably become another 
persecutor. She has always disclaimed any hostile feeling toward me, 
but she is shockingly absent minded about paying my bills. 

In recent years, I have been more successful in staying out of 
the battle with the other person, and concentrating on the patient’s 
manipulative activity. This inevitably produces anger and hostility, 
but usually the patients have remained with me and eventually 
profited. It seems to be a fact that they are unusually adept at 
finding a mate, who, With a little provocation wilt furnish the neges- 
sary sadistic attitude t9 perpetuate the patient’s need for suffering, 

ìe Plea to the atialyst is to be saved from this mönster; hut, äs 
abt äs that ssems a possibility, the patient Beels gully and cannol 
leave. The guilt, T think, serves two fonctions. On the one hand, it 
safeguards the dependency while looking altruistic. (I cannot leave 
him, or her, because it will hurt him.) On the other hand, it is an 
almost conscious recognition that the patient, himself, has some 
responsibility for the total picture. This was shown clearly by 
another patient who had almost reached the point of at least 
temporarily going away from her husband with the hope that, by 
Stopping some of the acting out, she could see the picture more 
clearly. As soon as she decided this, she became beset with doubts. 
Had she painted a true picture of her husband, had she misled me, 
Was he as bad as she said, ete.? After all, he was sometimes kind, and 
then she ‘‘yeally’’ loved him. The end result was that she stayed in 
the situation, and continued to stew. Here, the two motives are 
fused, both encouraging inactivity. She safeguards her continued 
dependency, and, at the same time, tantalizes me with a partial ad- 
mission of her own contribution to the difficulty. I think there is 
no point in further belaboring the superficial technical difficulties 
in handling the intense and frustrating problems of the inevitable 
acting out of the masochistic pattern. en . 

I would like briefly to discuss the possible origin and dynamics of 
this pattern in interpersonal theory and then return to the clinical 
Problem. Granted that all people are born with some capacity for 
aggression, it must be more than accidental that some people di- 
rect this aggression toward others and some seem to delight in 
belaboring themselves. To start with Dr. Salzman ’s quotation from 
Sullivan, ‘There is a large number of people who appear to go to 
rather extraordinary lengths to get themselves imposed on, abused, 
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humiliated . . . but as you get further data you discover ong 
quite often pays—in other words, they get things they nud es 
the things that everybody wants are satisfaction and hoe BO 
anxiety.” So the result is that they get the people involved ae 
something useful for them. In this statement, Sullivan is not s £ 
about any shallow secondary gain in the Adlerian poe a 
talking of a way of behavior which allays anxiety and giv ea 
illusion of security. Through suffering, one is exeused from cn 
a positive part in life, and one usually manages to get someone to 
look after him, ; ; i 
The question is what circumstances of interpersonal insecurity 
can be solved by suffering. We cannot yet make unequivocal state- 
ments, but, as we observe the acting out in analysis, certain eee 
stances seem pretty constant and they suggest to me that the early 
interpersonal integrations had similar characteristics. Great, R 
parently passive, dependency is an outstanding presenting ions 
Dependeney is, of course, a trait common to all neurotic patterns. 
So we need to reconstruct from the patient’s current activity what 


type of situation created this pattern. Dr. Salzman gave us almost 
no past history or current hist 


about the sexual life 
history is significant. He say: 
that the father w 
with the mother, 


atment or neglect from the 
the mother’s getting angry 
Ast some fleeting attention from 
course, pure speculation about this particular 
ment it from other masochistie patients. The 

is—no affection from either parent, parents 
r. One of them can be seduced into a show 
if the child can demonstrate that he has 
', or if he can create some other 
is is the nearest to love that the child ever 
er plays on the sense of guilt of 


ave her at lea 
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the parent or parents, and thus gets some compensatory attention, 
or he succeeds in getting them to battle each other while he is the 
innocent victim of the cruelty of one or the other. Again, if you 
can’t be loved, you can at least get attention, and maybe if you 
suffer enough you will be forgiven and loved. 

This pattern becomes a way of life. There are two possible lines 
of development. One is an exaggerated taking of the blame to 
oneself, There is usually a quality of insincerity in this attitude. 
The patient says, ‘‘I deserve to suffer because I am so bad or so 
worthless.” There is a quality to these words of the masochist dif- 
ferent from the same words used by a depressed patient. In the 
masochist, this is to tempt the listener to deny it. The other attitude 
is that of the martyr, ‘‘I have given the best years of my life and 
this is my reward.” Both are devices to get attention through 
Suffering. 

To return to a consideration of the therapeutic problem, in the 
masochistic patient we have a person convinced that he is unloved. 
This has made him hostile, but open hostility only increases the 
Situation of being unloved. Therefore, the hostility is expressed in- 
directly, either through making the other person feel guilty or 
through getting the other person to fight for him. In either situation, 
he avoids coming to grips with his own destructiveness, and does not 
take responsibility for his own life or actions. 

One of these patterns is inevitably acted out with the analyst. In 
the first case, the analyst is sooner Or later aceused of neglecting 
the patient, feeling contemptuous of him or of being eruel. The 
analyst’s patience has usually been sorely tried, and so he may 
actually feel somewhat guilty. If he does, and is not aware of its 
irrationality, acting out begins, and the patient has again won 
through suffering. . : 

However, it is the other type of manipulation which more often 
traps the analyst, i.e. the appeal for rescue from the persecutor. 
The patient is, in fact, in a suffering situation. He seems to want 
Support in getting free, and the impulse to save him is very tempt- 
ing. There then ensues a battle for power over the patient between 
the analyst and the persecutor, while the patient acts as if he had 
No responsibility. If the analyst wins, he will find to his amazement 
that the patient didn’t want him to win—he or she simply cannot 
hear to break up the relationship. The analyst is then aceused by the 
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patient: of bringing undue ‘pressure to bear on him. One can only 
conclude with Fromm that in these situations a hate relationship 18 
more bearable than loneliness, and there is no hope of achieving a 
love relationship. à iae ‘ 
The only possibility of successful therapy, I believe, is in ae 
as early as possible with the suffering as a hostile aggression. Bu 
this can only be done successfully after giving some recognition 
to the actual cruelties the patient is suffering. These are often real, 
but the patient must presently come to see his contribution in bring- 
ing the situation about. To begin at once analyzing his hostile 
contribution usually closes his mind and is interpreted by him ns 
another example of cruel treatment. If he can first have the experi- 
ence that his complaints are seriously considered, he will be more 
open to looking at his part. He needs the experience of feeling ac 
cepted before he can face his hostility and renounce the security 
of acceptance through suffering. In other words, some positive 
achievement in interpersonal experience has to take place, and this 
is usually through recognition that the analyst accepts him, al- 
though fully aware of his destructive side. Tt usually takes the 
Patient a long time to acknowledge this. The first reaction to the 
shift of the analyst’s emphasis to the patient’s participation is 


usually, “now you must hate me.” Verbal denial of this is useless. 
The reassur, 


ability to 


In general, I agree with what Dr. Salzman has said. I wish he 
had included i i 


rpersonal situation, e.g. achieving 
tic or masochistic fantasy, and then feeling 


| Dr. Salzman ’s final 
mate goal is to need no one, True, such a 


away, and he may try 
epest motive is the sear 


conclusion that the ulti- 


to make a virtue of this, 
ch for intimacy. The pa- 
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tient says, in effect, I am unlovable and unloved, but if I suffer 
enough at least you won’t desert me, and maybe you will love me. 
In fact, I think some of the therapist’s annoyance would be dimin- 
ished if he recognized the ambivalent, hostile, yet dependent attitude 
as a search for relatedness. 


THE ROOTS OF MASOCHISM 
By MAY E. ROMM M.D. * 


Berme primarily a clinician, I am particularly interested in 
clinical presentations that fuse theory and the dynamics of symp- 
tomatology. 

The roots of masochism develop in infantile sexual aims as the 
individual seeks pleasure, relatively independent of an object. 
Among the early rudimentary aims are the aggressive and passive 
enjoyment of cruelty. 

In evaluating some of the dynamics of masochism, it appears that 
the need for suffering which may express itself in somatic symptoms 
or a fate neurosis, is invariably an attempt to neutralize inordinate 


guilt. It also has some magical connotations. It is as if the patient 
insisted on conducting 


He figures that he is o 
gences in misdeeds, W} 
he is destined to have 
Should he Succeed in p 
ent and future guilt, h 
he ean subseqeuntly | 
This religiostie comp’ 
earned right to rule and control one’s destiny. 
in all of the pain he 


“an experientially derived 
ces for eventual gain.” Unfortunately, 


t these people are 
at the environment guar- 
* Training psychoanalyst, Los Angeles, California. 
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antee them complete freedom from any and all tension—an un- 
attainable goal. 

I agree with the author that masochism is the ubiquitous par- 
ticipant in the neurotic process. Accepting the above premise, one 
must also accept the idea that to some degree it is present in every 
normal adult. The question arises as to when we are justified 
in evaluating a person as having a sufficient amount of masochistic 
feeling and behavior to label his case as that of masochism. Fenichel 
refers to the riddle of masochism—when under certain circum- 
stances the usual orientation in human behavior, the pleasure prin- 
ciple, seems to be put out of action and self-destructive tendencies 
Come to the fore. 

According to a paper by Esther Menaker, ‘‘The masochistic re- 
Sponse of a patient to the analyst is different from actual neurotic 
masochism, for it has not only its origin in the neurosis of the 
patient but in the very nature of the analytic relationship.”’ * The 
giving up of undesirable id wishes is invariably connected with loss 
of gratification, and is, for the time being until more mature gratifi- 
cations can develop, a narcissistic blow to the ego. a? 

The masochistic act or mood may represent the “lesser evil in 
order to avoid greater punishment from the environment. This 
Concept can be equated to a form of expiation. Certain experiences 
In the formative years may have conditioned the individual to asso- 
ciate sexual pleasure or other forms of gratification with pain so 
that suffering becomes a prerequisite to any sort of pleasure. 

The moral masochist is invariably a person who appears and 
represents himself as submissive and suffering. He attempts through 
Such a representation and behavior to acquire what he wishes, and 
in this way attain mastery over the environment. Masochism be- 
comes his powerful tool which he wields with the inordinate 

‘ 
pee tana culate that since 


In evaluating the author’s technique we can spe tha 
this patient was so vulnerable to not getting enough, pointing out 
to her her sareastie question seems to be playing into her own 
hands. I wonder how she would have reacted to an interpretation 
that she was sarcastic toward the analyst and therefore must have 
been angry with him or with someone he represented in the transfer- 


. a5 i lytie situation. Psy- 
* MENAKER, EstHER: Masochistie factor Im psychoanalytic y 


choanalyt, Quarterly, 17: 171-186, 1942. 
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ence situation. I agree that silence would have been intolerable to 

this patient, ? = 
In regard to the reveries of the analyst, I wish to say thai 

admire the courage of Dr. Salzman in facing his reveries and re- 


resembled in some way. ; , 

The patient’s need to ask to be told what to do contained, in my 
Opinion, two opposing wishes. One was to trick the analyst into 
directive therapy in order for her to have a reason for rage, and the 
other one was an actual search for an omnipotent parent who could 


to the patient of her behavior, her requests, and her motivations, 
and interpreting her resistances repeatedly might have had a de- 


How to handle the negative thera 
delicate Procedure and requires 
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tender and giving is no indication of love. They insist on being 
loved in toto; their hostile and hateful components, which they 
themselves resent and abhor, must also be loved. Hence the com- 
pulsive testing. 

While the author feels that the masochistic individual tries his 
utmost to avoid anxiety-free existence, my impression is that the 
patient’s aim is to create an over-all illusion of anxiety in order to 
avoid the overwhelming real anxiety which he fears and senses ‘in 
each life situation. It may actually represent his inadequate and 
futile attempt at mastery. 


MASOCHISM: CLINICAL CONSIDERATIONS 
By PAUL H. HOCH, M.D. * 


Dr. SALZMAN gave us a very interesting case history, reviewed 
some of the theories concerning causation of masochism, and added 
interpretations of his own. In the past and often in the present 
literature masochism is treated as a specifie disorder. This is a 
carryover from a time when sexual deviations were considered by 
themselves and not in relation to other concurrent personality dis- 
turbances, But masochism may occur in the framework of a neurosis, 
Psychopathy, depression, and schizophrenia, to mention only the 
most common dynamic configurations. And if some group or mass 
manifestations are considered masochistic, it also occurs in normal 
individuals in certain cultures, or in certain religious or other situa- 
tions, Nevertheless, in our culture one does not sufficiently explain 
the other, any more than individual paranoid manifestations can 
be equated dynamically with group paranoid behavior. 

Tn effect then, masochism can be evaluated only in its framework. 
Masochistie manifestations in a psychopath are not the same a8 
masochistic manifestations in a depression ; even more disparate is 
masochistic Symptomatology in neurotics versus that seen in pseudo- 
neurotic schizophrenics, The fundamental question is: do we have 
a psychopathologie entity which can be explained dynamically in a 
similar way in all persons, or merely phenomenologically similar 
features of which the causation is not the same? There is some 
awareness of this problem in the psychoanalytie literature, where 
masochism is explained as a retroflection of sadism, or as an atone- 
ment used to ward off more severe punishment, or as a way to deal 


with homosexuality, ete, But the question remains: are the different 
masochists with different mech 


or 1s masochism a phenomenologie designation behind which a num- 


Sexual deviations, 


Dr. Salzman described very clearly and vividly the struggle of 
the therapist with his masochistic patient. His patient showed some 

x Commissioner o 7 State of New York; Professor of Clinical 
Psychiatry, College of Physicians a 
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unusual features which would again indicate that the whole con- 
figuration of the patient’s neurosis would have to be taken into 
consideration and not only one of the main operational propensities. 
The patient was quite upset about the fact that she was not accepted 
or treated properly, e.g., as in the episode in Cleveland. This is 
rather interesting in a masochistic patient because she should 
rather enjoy being mistreated instead of complaining about it. But 
the patient was ambivalent or even paranoid and we are therefore 
sure that hers was not a case of uncomplicated masochism. Dr. Salz- 
man also made the comment that the true masochist has contempt 
for the person who punishes him. This is present in some masochists, 
but on the other hand some patients value highly those persons who 
have inflicted punishment upon them. 

Dr. Salzman’s theoretic formulations are true of many patients, 
but must be related to individual dynamic configurations. In pseu- 
e see many sexual deviations; among 
to regulate their elaborate and overt 
anxiety structure. Very often in these patients ideas of expiation 
or the fulfillment of some higher need by the process of self punish- 


ment does not operate, but the use of this device to reduce anxiety 


is not uncommon. Sadistic and masochistic behavior patterns are 
m closer to reality, which 


also called upon by the patient to bring hi 
he is afraid will slip away if the sensory experience is not re-en- 
forced. Some of these features are especially true of the existential 
experiences described by Kierkegaard, in that intense sensuality re- 
enforces reality and reduces anxiety. 
Dr. Salzman’s contributions call attention to the fact that many 
of the older descriptions should be reviewed and some of our ideas 
concerning sexual patterns and general characterologic attitudes 
such as masochism, sadism, ete. will have to be restudied and re- 


formulated. 


doneurotie schizophrenics w 
them, masochism may serve 


MASOCHISM: PSYCHOGENESIS AND 
THERAPEUTIC PRINCIPLES 


By JOHN A. P. MILLET, M.D. * 


ACCEPTING AN INVITATION to discuss a paper written by an 
esteemed colleague on a highly debatable and subtle topic such as 
masochism is somewhat akin in its hazards, both exciting and alarm- 
ing, to agreeing to go on a double blind date with a pal who wants 
you to give his girl the once over, and to come up with criticisms 
(constructive, of course) of the techniques he is employing to break 
down her resistance, I was comforted by the reflection that the 
purpose of this presentation was to stimulate discussion of the 
elusive topic of masochism from all conceivable angles, a reflection 
which dispensed with any idea that I might be expected to con- 
struct an original hypothesis to be defended with all the emotional 
vigor and intellectual clarity that could be mustered. Relieved of 
this anxiety, therefore, I was delighted to read Dr. Salzman’s en- 
gaging paper and to be reminded by it of so many comparable 
experiences in my own clinical practice. 

n him in considering the problem 
of masochism from three points of view. These are, first, the thera- 
peutic principles to be observed; second, the technical difficulties 
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-sorts as a needle-is drawn to a magnet. If I understand Dr. Salz- 
man’s point correctly, he prefers to orient his therapeutie efforts to 
the understanding of the intent, goal or purpose of the patient’s 
behavior, rather than to any attempt at reducing the patient’s 
defenses until the command post has been discovered and captured. 
There is so much in the imagery of such a reductionist approach to 
Suggest the enthusiasm of a devoteé rather than the patient atten- 
tion of a scientist, the militancy of an assailant rather than the 
empathy of a healer, that to follow such a procedure, as if demanded 
by professional principle, would seem to be, at best, a highly ques- 
tionable policy from the standpoint of therapeutic design. Let us 
never forget that as physicians and psychoanalysts who engage in 
the professional task of attempting to relieve human suffering the 
first principle to which we owe absolute allegiance is the duty to 
employ such knowledge and skill as we may have acquired in at- 
tempting to relieve the sufferings of our patients. 

Our psychoanalytic training merely gives us some additional 
knowledge which is not available to physicians who have not been 
trained in our discipline. Since, however, additional knowledge does 
not necessarily increase our powers of empathy, and, in some in- 
stances, may be allowed the right or even given the duty of sub- 
Stituting for it, it need hardly surprise us to find that there are 
Still self-styled therapists who believe it their obligation to their 
patients, especially to those whose psychopathology finds expression 
in masochistic behavior patterns or other serious disorders, to strip 
down their defenses until the naked and helpless infant is exposed 
to view with all its unresolved terror and distrust of the world. 

Dr. Salzman holds to the principle that the job of the therapist 
is to join battle with the destructive and limiting elements of the 
patient’s attitudes and behavior, while leaving no doubt in the 
patient’s mind that he is listening for those individually significant 
convictions for which the patient expects recognition, but to which 
he is incapable of giving full headway without the analyst’s help. 
This is after all the principle that underlies all successful exploita- 
tion of therapeutic techniques. If the patient feels that the analyst 
either fails to appreciate how her inner self would like to emerge, 
or that he is out of sympathy with what has deep significance for 
her, she begins to deal with him jn the same terms as she has em- 


ployed in other interpersonal relationships. 
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To go to an analyst means readiness to pass the point of no re- 
turn. If he fails to give her a sense of sincere acceptance, the pilot 
of the frail craft may retreat in panic or be overwhelmed by the 
storm. The task of a second analyst after an initial failure is espe- 
cially difficult, since there has now been established the expectation 
of rejection. Dr. Jung once told me a story which illustrates this 
difficulty only too vividly. A patient whose apparently irreversible 
self-destructive tendencies had finally brought her to him became 
So acutely disturbed during the analysis that he had to have her 
temporarily hospitalized, He had given her a hopeful prognosis. She 
recovered her equilibrium in a relatively short time and was dis- 


arrival she asked him one question. ‘‘Do you still think that you can 
help me to get well?” Te smiled reassuringly and said, ‘‘When I 
said I thought so I did not expect to change my mind and I have 
not.’’ She then opened her handbag and took out a small pearl- 
handled revolver, Handing it to him she said, ‘‘Thank you. Then I 
shall have no need of this.”’ The analysis proceeded to a successful 
outcome. Dr. Jung was not certain at the time whether he or the 
patient were to be given the privilege of liquidation, 

It is my view, therefore, that masochism, whether it appears as 
the outstanding feature in a long-standing neurosis, or expresses 
hopeless bewilderment and a deep sense of betrayal in a psychosis, 


calls for a degree of genuine empathy, patience, consisteney, firm- 
ness, flexibility and eritieal acumen that is 


mand and despair which beat on 
is no reward for a sincere 
ds the satisfaction of participating in the re- 
pirit from wasteful bondage in the chains of 


masochism. Since the masochistie defences may so penetrate the 
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making any prediction as to the probable duration of the therapy 
or the possible changes in frequency of therapeutic sessions as the 
treatment progresses. It may be necessary to shift gears from time 
to time both in terms of frequency and of technical approach. 

The moment seems to have come then to pass on to the second 
topic in Dr, Salzman’s paper, the problem of technique. After read- 
ing his vivid and revealing account of his patient’s maneuvers and 
of the mobilization of his own resources to cope with them, I find 
it all too easy to picture myself on the same spot. In fact, as in the 
imagery of a dream, I experience his predicament as a déja vu 
phenomenon. Furthermore, I sympathize with his difficulty in pre- 
senting this intriguing vignette of his patient’s manipulative de- 
vices and of his own feelings of frustration in encountering their 
repetitive appearance, without having the opportunity to carry us 
along further to a period in his treatment when his patience, em- 
pathy, and insight had begun to wear down the resistance of his 
patient. He did not have the opportunity in this case to see her 
through to termination, but we can be sure that the warmth of 
his understanding and the ready insight into his own countertrans- 
ference reactions fertilized the soil of hope and made the next 
therapeutic contact less threatening to the patient. 

The predicament of the analyst in the face of a patient’s per- 
sistent masochistically oriented assaults has been quite well de- 
seribed in a recent article in the magazine section of the Sunday 
Times (New York Times, November 24, 1957), which sets out to 
debunk and explain some of the fictional phantasies on which the 
Popular stereotype of the psychoanalyst is based, and to explain 
how his own training and professional orientation help him to 
maintain his balance in the face of the endless demands made on 
him by his patients. At the end of this article the point is made 
that the best insurance for a psychoanalyst against the temptation 
to become neurotically involved in some way with his patient is to 
have a satisfactory sexual and personal life outside his consulting 
room, With this statement I am in hearty agreement, for, despite 
the protection which the analyst has in his relative anonymity and 
his technical knowledge, he is still subject to emotional responses 
of various kinds as Dr. Salzman has so clearly pointed out. If he is 
in the throes of personal conflicts for which he can see no solution 
he is of course apt to displace his own feelings or to react with 
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undue violence to some particular aspect of the patient’s own anx- 
iety-laden communications. A therapist with unresolved adolescent 


conflicts does not have much chance of sustaining the role of an 
ideal parent. 


neurotic interpretation to reinforce her fears and distrust of the 
analyst. What then can be done to avoid this destructive tendency? 
It is here that the temper of the analyst’s professional steel and 
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“me a better “ole, then, if you ‘ave one!’’ The analyst has to provide 
the patient with that protective, unruffled acceptance which is to 
be his chief resource while attempting to stage his comeback. While 
it may well be desirable or even indispensable to essay an explora- 
tion in depth, without which some crucial defenses would never 
be unmasked, the analyst must always bear in mind that to pursue 
the search too far may postpone too long the day when the recon- 
structive task must begin. While the first purpose of the psycho- 
analytie approach is to make conscious to the patient significant ele- 
ments and connections in his mental field of which he is not con- 
scious, the bringing of even all the most significantly relevant data 
into the light of awareness often is not as helpful as the analyst 
hopes it will be. The patient may well feel free to say, ‘‘ Well, there 
we are! Now what?’ Will the analyst be justified in saying, «Well, 
my friend, now it is up to you,”’ implying that he now has done his 
job and that the patient should be able to start from scratch again, 
fortified by the knowledge that he has gained? At this point the 
world may take on such a forbidding aspect that without the ana- 
lyst’s tacit assurance that his task is still unfinished and that he 
will stand by during the reconstructive period the last state of the 
patient may well be worse than the first. a l 

If the analyst stands ready to accept this responsibility, which 
amounts to giving maximum encouragement 1n the effort to attempt 
new solutions, while being ready at all times to understand and 
interpret such failures and disappointments as may attend the 
taking of the first steps on the path of reconstruction, he becomes 
for the patient an increasingly appreciated and trusted human 
being whose value becomes greater as the magical cloak of the 
transference is allowed to slip from his shoulders. i 

As I write these sentences I realize that I am expressing some 
personal bias in expounding the role of the therapist, and that 
much of what I have said would seem to be appropriate in the han- 


dling of most cases that come under the psychoanalyst ’s care, not 


merely those in whom the masochistic defense patterns are so out- 
standing. However, I think it is well to emphasize the desperate 
plight in which the masochist finds himself and the correspondingly 
greater challenge which he presents to the analyst than does a 
patient whose problems do not cover so vast a canvas. Dr. Salzman 
has pointed out that one of the characteristic features in the mas- 
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ochistie adaptational pattern is an obstinate effort to preserve one 
set of values even though the effort involves the sacrifice of other 
values which might bring greater rewards. 

Finally, then, we are invited to consider his interpretation of 
the psychodynamies of masochism and to decide whether this has 
a Specificity which is uniquely observable in disorders classifiable 


Supervenes, does not provide us with a diagnostic concept of suffi- 
ciently clear differentiation to warrant its acceptance as a cardinal 


ve potential, is the determined though usu- 
ally fruitless attempt at discovering a benign and trusted authority 
who will understand the extractive compulsion but through patient 
exploration and unprejudiced interpretations can help the patient 
to find new resources within the 
ploitation a new self 


ery single case began life 
ip to the mother, The sig- 
integrative potential of the 
the especial interest of investigators of 
turies. It is no accident of faith 


, or that the 
and Egyptian religions held 


Sway so long over their votaries. As eyen the mother of mankind was 
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formed from Adam’s rib so Athena sprang virginal from the head 
of Zeus, Athena the goddess who mothered a civilization which we 
still claim as our spiritual homeland. It is then the Mother Goddess 
before whom we must bend the knee, from the moment when she 
lends her creative energies to securing our birth to the time when 
we have gained enough strength to declare our freedom. In this 
twentieth century it is no accident that beginning with Freud’s 
discovery of the significance of infantile experiences in the later life 
of human beings an ever increasing body of observations on the 
emotional permutations and combinations in the development of 
the infant psyche have been accumulated by eager and competent 
scientists. We need only méntion such names as Anna Freud, 
Melanie Klein, René Spitz, Bertram Lewin and David Levy in our 
own field, or investigators such as Gesell, Bowlby, Strecker and 
Engel in allied disciplines to realize the trend which most fruitful 
investigations have taken in the last quarter century. The physio- 
logic and psychologic symbiotic tie between mother and child has 
provided the starting point from which these investigators have 
embarked on their scientific quests. 

It is then to this basic soil of mother- ; 
we must look to discover the cuttings from which the floribundal 
plant of masochism derives its early flowering. Maternal rejection 
has been abundantly proven to create in any but the most resistant 
psychic soil a tendency to form a distortion of the self concept in the 
direction of a weaker order of being or of an unacceptable monster. 
Physical characters may conspire to favor one or the other of these 
self images. Stereotypes of these extremes find expression in the 
penitentes of New Mexico or in the professional wrestler or pugilist 
who eventually succumbs to the inevitable loss of face under the 
assaults of age and infirmity. G 

Where then in the developmental cycle can the beginnings of the 
masochistie defense pattern originate? We must look carefully at 
the findings of these workers to construct a fruitful hypothesis. The 
alternating oscillations of the masochist ’s emotional discharges, rage 
against the one whose all-embracing, all-accepting love he seeks, and 


against himself for the destructively extractive impulse which causes 


him to endure the pangs of retributive guilt feelings, could be 
considered to represent the unresolved conflict between the primor- 
dial need to accept the nutrient magic of the breast and the desire 


child symbiosis that I think 
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to find freedom from this categorical imperative through destroying 
the source from which the life-giving stream of love is supplied. In 
other words, the seeds of the masochistic defence may be sown when 
a child first experiences a sense of disappointment in his expectation 
of absolute love from his mother. His image of himself as a worthy 
object, with freedom to move on to progressive and more highly 
differentiated areas of pleasure-finding, finds its essential guarantee 
in the self image which he derives from the introjection of his 
mirror-image which he phantasies reflected from the mirror of his 
mother’s love. If he cannot perceive this image clearly, or if it 
changes form too frequently, he may be destined to stay rooted to 
this spot in his onward march and couitinue through life to struggle 
for some release from the predicament of doubt: doubt as to his 
essential worth, doubt as to his motives, doubt as to the intentions 
of others toward him, doubt as to whether he can ever be relieved 
of these torturing doubts, the lashes of the flagellant’s whip. The 
struggle may end in psychosis, in suicidal adventures, partial or 
complete, or in eventual resolution through acceptance of a life of 
self denial in martyrdom or religious asceticism, or, more commonly, 
through the fortunate discovery of a competent counsellor, skilled 
in the discipline of psychoanalysis and possessed by nature with 
abundant powers of empathy, patience and insight into the long- 
buried creative potentials which are erying for release. Without 
exception, those of my patients who have found themselves in the 
grip of this painful disorder and who have been helped back to a 
satisfying existence have been people possessed of strongly creative 
potential—sometimes biologic, sometimes artistic, sometimes philan- 
thropic, sometimes intellectual. It is to the discovery of these hidden 
Sources of differentiated power that our scientific interest should 
address itself, for unless we can find an antidote, the poison of the 
disorder may overcome the victim, Yet no antidote is going to be 
successful unless we understand the cause of the disorder. The cause 
of masochism then seems to be a disturbance or delay in the evolu- 
tion of the narcissistic impulses, leading to a sidetracking of latent 
potentials for self fulfillment in the interest of fighting the battle 
for unconditional acceptance, long after the opportunity for success 
has passed by. The Period of the original battle was that of the 
contest for sole possession of the mother’s breast, 
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INTRODUCTION 


Jules H. Masserman, M.D.*: Your Program Committee has asked 
me to preside over this general discussion on the topic of masochism, 
apparently operating on the thesis that no president should really 
leave office with much remnant of his popularity. Perhaps I can 
avoid this by following the advice of a perennial presider who once 
told me, ‘‘You know, a chairman of a discussion group should play a 
role somewhat analogous to that of a eunuch at a seraglio: he should 
arrange and expedite affairs but keep out of the proceedings him- 
self”? On the other hand, I shall do my best to expedite affairs 
by inviting all members of the Academy to express themselves 
freely, and for a length of time limited only by the desirability of 
hearing from as many of our Fellows and Scientific Associates as 
possible. And to get this discussion figuratively off the ground and 
then back to earth, suppose we first invite somebody who is pretty 
good at flying tackles, Dr. Sandor Rado. 

Sandor Rado, M.D.+: It has been known at least since Aristotle that 
men seek to repeat pleasurable experiences and avoid repeating pain- 
ful ones, Two thousand years later Thomas Jefferson incorporated 
this ancient wisdom into a document of historical importance, and 
Jeremy Bentham reaffirmed it in a memorable philosophical treatise. 
Psychoanalysts know it as Freud’s pleasure-pain principle. In a 
more biologically grounded version of psychoanalytic thought known 
as adaptational psychodynamics it has reappeared as the basic 
pattern of hedonic self regulation : the organism moves toward the 
source of pleasure (reward) and away from the cause of pain (pun- 
ishment). During maturation the organism learns to accept delayed 
reward in lieu of immediate reward. 

In a so-called masochist, hedonic self regulation appears to be 
suspended, for often enough he seems to be seeking painful ex- 
periences rather than avoiding them. In psychiatric literature the 
clinieal pictures of “¢masochism’’ were first deseribed by V. Krafft- 
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Ebing, who is responsible for the term. Freud was the first to raise 
the question of its psychodynamics, He dealt with this problem 
within the framework of his Theory of Instincts. The sexual in- 
stinet, he said, has a masochistic component, an innate drive present 
in the genetic constitution of every human being. (Later, he re- 
named this component the Death Instinct, holding, that in struggle 
with Eros, it determined the destinies of every living cell.) In 
the nonmasochistic individual this instinet is held in check; in the 
masochist it has achieved the position of primacy ordinarily occu- 
pied by the genital. In the last analysis, he said, this outeome points 
to the innate strength of the masochistic component. 

The fact is, however, that the theory of instincts has long since 
outlived its initial usefulness; for decades now, it has proved to be 
unfruitful. Hence, some psychoanalysts, including myself, prefer 
to study behavior without resort to animistic notions. All traits of 
the organism must be viewed as the outcome of the interaction be- 
tween genetic predisposition and environmental influences, that is, 
the individual’s life experience. We have thus arrived at a better 
understanding of the part played by learning in the development 
of so-called masochism, This disorder is the product of learning 
under the pressure of severe conflict in areas of pleasure-sceking 
behavior, above all in sexual behavior. Every society must impose 
limitations on the individual’s most selfish pleasure pursuits, must 
tame his defiant rages—or else go to pieces. To achieve a degree of 
conformity, the child is punished. This leads to fear of punishment, 
fear of conscience, guilty fear of inescapable punishment, and, 
eventually, automatic mechanisms of expiatory self punishment. 
Tn consequence in some individuals, sexual performance is inhibited 
until they discover the disinhibitory action of advance punishment. 
Undergoing painful experiences works like an aphrodisiac; it alone 
can free the otherwise inhibited organism for orgastie release. 
Hedonic self regulation is not suspended: we have here the after- 
math of adaptation to an environment which was prohibitive dur- 
ing the formative period of childhood. The organism is forced to use 
painful means in order to achieve a highly pleasurable end, which 
is then enhanced by the effect of contrast, 

Since this dynamics is offered as an alternative to Freud’s theory, 
one would have to specify that the disorder concerned is masochism 
m a non-Freudian sense. I think we owe him the courtesy to choose 
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another name, which has not been pre-empted by previous and now 
rejected interpretations. I suggested the descriptive term sexual 
pain-dependence. 

The dynamics just described constitutes the fearful or submissive 
form of sexual pain-dependence. In its angry or defiant form 
(termed sadism by v. Krafft-Ebing) the individual releases his 
repressed defiant rage and vents it on the mate; orgasm is 
elicited through his vicarious enjoyment of the mate’s suffering. 

We find a similar dynamics in moral pain-dependence. This dis- 
order belongs to the pathology not of the sexual function but of 
conscience. The patient is forced to maintain his emotional security, 
his self respeet and moral pride, by a self-sacrificing way of life, 
turning himself, often enough, into a martyr—without a cause. I 
used to be quite unsuccessful with the treatment of such patients 
until I decided to abandon former concepts of «« masochism” and 
think afresh on the matter. When I discovered what was going on, I 
was able to say to the patient: “Now look, you are over-conscien- 
tious. Who benefits by that? No one. Who is damaged by it? You, 
and very often others. I ean assure you, you were not born to be- 
have this way. This pattern has been forced upon you until it 
became your ‘second nature.’ Underneath, the resources ‘of a 


healthy person are still available. You can learn how to shed your 


‘second nature’ and at long last develop your real self. It would be 


well worth the effort. Think about it.” , 

These patients remain caught in, or regress to, the adaptive pat- 
tern of infantile dependence. They cannot endure life without the 
illusion of being perpetually loved and cared for. Accordingly, 
they are incessantly atoning (by automatic mechanisms of self 
punishment)—not for their sins, but for their temptations, their 
imagined sins. Shall we assume that such a patient was born a weak- 
ling? Whenever documentation is available, one sees that the 
opposite was the case: During his early years, the patient ’s defiant 
rage was exeessive. At the same time, he was intelligent enough to 
realize the value of loving parental eare for his welfare. Hence, his 
fear of being abandoned was even stronger. It turned the bulk of 
his defiant rage into rage directed against himself—or rather against 
the rest of his outward-directed rage whieh thus became deeply 
repressed. The pride the patient now takes in his overmorality isa 
compensation for the pride he had originally taken in his over- 
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assertiveness which he was then forced to renounce. This is, to be 
sure, only the skeleton of the patient’s pathology of conscience. 
Disclosure of this pathology has made the patient suffering from 
moral pain-dependence, a better therapeutie risk. 


Nathan W. Ackerman, M.D.*: It is in the straightforward spirit 
of this symposium that I want to make a few comments about some 
of the critical questions that are involved in this problem of suffer- 
ing. The religionists have delved very very deeply into the problem 
of suffering, yet many of them have never heard the term ‘‘masoch- 
ism.” 

Now every one who has investigated this problem, no matter 
what theory he pursues, or what aspects of this kind of behavior 
he chooses to emphasize, ends up with the conclusion that there 
is still something profoundly clusive about the problem of suffer- 
ing. I agree with Dr. Paul Hoch that in order to think straight 
about this problem, we must regard it as a certain pattern of be- 
havior which is in no way correlated to personality type. It is a 
component reaction found in a wide variety of human beings, more 
intensely in some than in others. In other words, masochism is not 
to be correlated in any way with a definitive category of psycho- 
pathology, or with a clinical diagnosis. 

In the masochist there is something twisted in the image of the 
self and of the world of humans. These people do not experience 
themselves as intact, complete beings, but as parts of a social system 
that is twisted and experienced in terms of a labile oscillation 
between conceiving the self as slave and as master. They invite 
themselves or are trapped into certain kinds of human relations 
in which now they play the part of the slave and then the master, 
with the roles shared and exchanged back and forth. 

When they are preoccupied with themselves as the aggrandized 
I, the other person is me—an object which is torn down to the 
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matter what the cost in suffering. And it is a negative orientation 
to life‘experience and to human relations as is the peculiar quality 
of aggressiveness, arrogance and coerciveness exhibited by these 
patients. 

The motive seems to be to restore a kind of magic mastery over 
the world so as to control experience and stave off destruction. 
This is what I mean by the minus orientation. It is not so much 
a positive perspective or an expanding view of the possibilities of 
life, but a negation of the threat of destruction that is involved 
in what Dr. Salzman called the tug of war. y 

The guilt, however quantitatively intense, and the overt mani- 
festations of overconscientiousness are secondary rather than pri- 
mary, and are part of a coercive maneuver. The reason I think of 
them as secondary is that the guilt is not really so important. 
Although the self esteem and the self image of these people is 
profoundly injured, they do not feel intact and have a dramatic 
absorption with issues of pride, nonetheless there is something 
about the picture of the self and the pride reactions which is false 
from the bottom up. Roots of healthy pride must be distinguished 
from roots of false pride. And when masochists make their exorbi- 
tant demands for service and devotion—‘‘love”’ they call it—it 
isn’t love they’re looking for because I don’t think they know 
anything about genuine healthy love. They demand endless servile 
attentions with an overtone of pity, and there is an enormous 
difference between pity and love. They are antithetical. 

One of the therapeutic tasks that challenge us is somehow to 
pierce the distortions of this kind of perception of human relations, 
so that they may become open to a recognition of something like 
genuine love in human relations. They believe that one person must 
exist only to serve the other. It is as though there is not enough love 
to go around. In order for the I to continue to survive, someone 
else must make the supreme sacrifice. The other person must die. 

That goes back to the original child-mother union (the magic 
symbiotic component of this kind of bond) and emphasizes too the 
greedy, devouring, orally incorporating aspects of the behavior of 
these patients. 

Masochism is a perversio 
we are clear as to the nature of this p 
a perversion of human relations away 


n without a doubt, but I don’t think 
erversion or its extent. It is 


from a primary. purpose of 
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love to a purpose of power and destruction. It does not permit 
togetherness and unless there is joining and togetherness there can 
be no individualization, of any healthy kind. We can get pathologic 
individuation, or twisted, pseudo forms of individuation, but not 
healthy individuation. This can take place along a healthy path 
only on the matrix of the preservation of a healthy togetherness. 
Therefore, this is a perversion not so much because of what goes 
on sexually, but in every part of the life, the sexual aspect being 
only one dramatic manifestation of a total distortion in the per- 
ception of human relations. 

Dr. Salzman most appropriately emphasized the problem of 
values at the end of his paper. If we are to understand the difference 
between a false, twisted, pathologie pride and a healthy pride 
and self esteem then we must penetrate the problem of values. I 
think most analysts would agree that as we study masochistic 
characters, there is something profoundly, insidiously insincere 
and hypocritical in their personal values. They disguise it behind 
their pretenses and behind their grandiosity. And if we are to 
penetrate to the fundamental nature of this problem of twisted 
values and their role in this kind of deviant behavior, we have to 
go beyond the individual into the nuclear family group of child- 
hood, the family of adulthood and equivalent face to face total 
group association into which family percepts are projected. 

Every masochistie person has a partner and we have to analyze 
the pair, and if possible the value distortions, the disturbances m 
the emotional climate of the entire family group, the early family 
of childhood and the present family. Otherwise, we are at a dead- 
end. Destructive acting out is simply not possible without a partner. 
Therefore, if we isolate the patient we are in trouble. 

Finally, the time perspective of these patients has hardly been 
mentioned. These patients in the main, look backward; they do not 
dare to look ahead. It is as if they are almost totally absorbed in 
their ego sensitivity, and with demanding some undoing of earlier 
experiences in which they were injured. They want the reform of 
that entire past experience. They want to alter or remake it. 
They demand that reform, but as we know, that is impossible. We 
can never undo the past at all. We ean only see the present a little 
differently and prepare for better living in the future. But these 
people don’t look ahead. They look hack. We must, then, look to 
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the relations of the individual patient with his family group to 
see in what way the other members of the family reinforce his 
pattern by their own acting out, and by a certain corrupt bribery 
which rewards the suffering of our primary patient. The element 
of bribing is tremendously important in the human relations of 
these patients. 

Therefore, we must broaden our perspectives and encompass in 
our thinking not only the internal mental processes but also the 
relations of individuals to their family and to society. 


Irving Bieber, M.D.*: It seems that a unitary concept of mas- 
ochism cannot satisfy everyone because we are dealing with differ- 
ent groupings of physiologic and psychobiologic phenomena that 
are being organized into a single category. To illustrate, I shall 
cite three examples of different classes of phenomena all generally 
subsumed under the heading of masochism. 

The first, which is particularly importan i 
concerned with self-inflicted injury as a way of forestalling an 
expected greater injury. By injury, as discussed in this context, 
I refer to any stimulus or event perceived by the individual to be 
inimical to his best interests at any particular moment in personal 
history. This mechanism involves choice of a so-called ‘lesser evil” 
which is, however, realistically injurious but it is defensively moti- 
vated and operates in the direction of preserving the organism and 
its interests. I have described it in detail in a paper entitled The 
Meaning of Masochism. EE 

A second type of behavior frequently called ‘masochistic 18 
manifested by individuals who, when experiencing severe anxiety 
or panic, bite their lips or scrateh themselves to the point of bleed- 
ing. In this instance, there appears to be a physiologie relation- 
ship between the self-inflicted painful stimuli and the diminution 
of the anxiety reaction. Painful stimuli frequently reduce the 
tachychardia occurring during the anxiety reaction. 

The third example refers to those individuals in whom the normal 


channels of stimulation have either been blocked or are inadequately 


developed. This group, in order to supply to themselves the neces- 


sary stimulation for personality integration and functioning, utilize 


t in clinical practice, is 
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painful stimuli as well as the anxiety reaction itself as a source of 
stimulation. Individuals who require danger situations for excite- 
ment and thrills fall into this group. 

I agree with Dr. Rado that the various categories be redefined 
and that we should name them appropriately. Perhaps the term 
‘masochism’? should be dropped from psychoanalytic usage and 
more operational terms pertinent to the different categories be 
adopted. 


Leon Moses, M.D.*: In this rather complex problem of masoch- 
ism, I might contribute a side effect of psychoanalytie studies of 
some of the major psychosomatie disorders. If one compares the 
group of people with peptic ulcer, coronary vascular disease under 
fifty, migraine and hypertension early in life, and contrast them 
with people who have ulcerative colitis, bronchial asthma or the 
two probably psychosomatic skin disorders, chronic uticaria (an 
neurodermatitis, the patients with colitis, asthma and skin disor- 
ders show a greater degree of pain dependent, self-damaging be- 
havior, than those who get ulcer, coronary disease and ly pate 
Of course, there are also passively dependent ulcer patients, ÞU 
perhaps 70 per cent of them are overly mobilized individuals wh? 
manipulate both people and environment to satisfy both neurotic 
and realistie purposes. With the exception of occasional cases 0 
overindulgent individuals who can develop these same entities 
from too much early parental support of one sort or another, on¢ 
Sees certain general features. We might think of the nuclear ca 
stellation as a sphere with three large parts and a core. The externa 
third is roughly the total parental deprivation pattern of these 
individuals. In one form or another, they are deprived early in life 
of affectivity, attention and dependency. And because of this early 
deprivation, there is the tendency throughout life to perpetuate 
these desires and to seek their fulfillment. Another third is patt 
of the reparative maneuver, with an infinite variety of various 
Coercive, aggressive, vindieative and reparative techniques to get 
various needs fulfilled. Then thirdly, the so-called realistic, execu- 
tive, mastery aspects of the ego develop to seek fulfillment with the 
techniques that the normal individual uses in normal life. The 
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ewan hypertensive and ulcer patients, for reasons that aren gr 
E clear, can mobilize intellectual, motor, executive and 
seme aneuvers to attain both pleasure and ego-enhancing goals 
KmA spheres of life ; in contrast, the more passive group of 
Rte nt colitis and skin disorder patients apparently are unable 
die 3 ks if the primary deprivation, the primary fearful 
a ie the primary coercive rage, so immobilize the learning 
a nf these people fail to develop mastery techniques. 
lent e y ho are basically adequate by virtue of genetic intellectual 
ee owment, social and educational opportunities or various 
erta maneuvers are less apt to use this subordinate masochistic 
ree ion in life because other avenues are open; those genetically 
‘sn, Peg or with fewer by environmental opportunities, very . 
È ve only this submissive subordinate masochistic adaptation 
pen to them. 
— this theoretic orientation, the key elemen 
ees manipulation (after the initial 6 to 24 months 0 
the Lele dissipated the masochistic patterns) is to help 
of te. ient develop executive mastery functions in all the areas 
tts c, and to learn how to give and receive affections and sexual 
“a r m social pleasures. Finally, our sphere has a biologie genetic 
the 4 m for want of a better term means that we at least have 
lati ologie potential for learning and for the various manipu- 
a skills needed for adult life. 
tees the schizophrenic patient very P 
Sie a these adaptive potentialities. 
thes n » Or due to a gene-determine 
alae ign individual has 
“ie ie individual plus deficiency m cap r 
is oe ation. Tt is because of this that schizophrenics have to attend 
cae e figuratively with one hand and be more ingenious in utilizing 
ous manipulative adaptive maneuvers. 


t in the thera- 
ths of analysis 


robably there is some defi- 
Perhaps this is purely bio- 
d substructure. Because of 
the same problems as the 
pacity for adaptation and 


Marianne Eckhardt, M.D.*: 1 also wish to emphasize that the 


S, . . 
ae asi of the masochistic patient are always diversionary and 
Soa behavior. This is particularly important with the pro- 

ative negative therapeutic resistance that Dr. Salzman described. 
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But if you then stop and simply ask the patient, ‘‘ What actually 
did happen yesterday or the day before or that morning?’’, and 
get a detailed account, you usually will get into an entirely differ- 
ent, more vulnerable area which touched him much more greatly, 
and open an effective kind of discussion. h 

Also, the masochistic person is never able to make a really posi- 
tive move unless it is couched in the form of an insult or an attack. 
But it is very important to see and experience the fact that in this 
the patient is reaching out. I admire Dr. Millet’s phrase that we 
must “‘fertilize the ground of hope”? since it is in the area of hope 
or wish that masochistic people were originally frustrated. As he 
said, lots of people are creative and sensitive, and it is really the 
creative, sensitive child who is more apt to meet with frustration, 
isolation, denial and disappointment, and who anticipates rebuff 
and fears it. 

Reaching out for love can occur only in the setting of unrequited 


love, and positive strivings are mixed with failure, frustration or 
rebuff. 


Robert 8S. Mumford, M.D.*: The consensus of this symposium 
seemed to be that masochistic behavior is self destructive and as 
such undesirable. It was operationally defined, i.e., it is not an end 
in itself but part of a pattern of purposeful behavior directed 
toward achieving something, in terms of pattern, process and pur- 
pose in the pragmatice sense. Hoch has said in effect that masochistic 
behavior serves to regulate anxiety and therefore to permit per- 
ception and a regulation of reality. Thus on occasion it serves the 
funetion of, for example, avoiding the emergence of a paranoid 
disorder. This may be seen to represent an operational definition 
of the masochistic pattern against the background of descriptive 
Psychiatry. Here two intervening variables, i.e., (1) dynamic oper- 
ationalism, in contrast to (2) descriptive disease entities, are uti- 
lized. By using a second twentieth century scientific notion (i.e. 
the awareness of multiple intervening variables in process), dynamic 
and traditional psychiatry can be understood to merge. General 
understanding of this can conceivably breach old and firmly held 
blocks in communication within our profession. Eckhardt, in refer- 
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ring to Millet, was perhaps a little more explicit when she spoke 
of ‘‘fertilizing the ground of hope” against ‘‘a background of 
unrequited love.’? In this process there are two clearly significant 
and contradicting intervening variables to be kept in mind. I 
wonder if it would not be wise to encourage the use of these new 
concepts in an approach to such questions as: How many signifi- 
cant intervening variables are there in the diagnosis and treatment 
of psychiatrie disorders? And how many significant variables can 
a therapist be expected to handle intelligently at a given time? 
David Rioch reported work along these lines in the Salmon lectures 
this year, The intervening variable of time, in the sense of when 
in a therapeutic process it is helpful to use confrontation, was 
alluded to by Millet in the concept ‘‘ideal parent.’’ Most would 
Say this may be appropriately designated a part of the “art. of 
therapy.” But, again, are we not on the threshold of replacing 
Some of the mysteries of the artistic impulse with scientific under- 
standing? Ts it not now perhaps possible to consider discarding the 
ambiguous and archaic entelechy ‘‘ideal parent??? Perhaps the most 
important factor for us to keep in mind, if we are to be worthy 
of the designation, scientists, is that the burden of explaining what 
we do is ours. ae 
Future investigation and discussion, using modern scientific con- 
cepts, might result in more closely approximating truly seientific 
Sessions, in contradistinetion to what might become very interesting 
diseussions of theology, philosophy and art, if not metapsychology. 


M.D.*: I would like to amplify some of the re- 
marks that Dr. Rado made. The problem that Dr. Salzman brought 
before us has been one not only of psychiatry but of philosophy. 

Tn what we call masochism, effacement of pain-dependency, the 
subject denies that there is something bigger than he in this world, 
whether in religious, scientific or philosophie terms, whereas the 
healthy individual accepts this with, perhaps, to use an overworked 
term, humility. There is a tenaciousness, arrogance and exquisite 
sensitivity that masochists have about anything that is both con- 
structive and destructive, so that no matter which way you go with 
them, you wish you went the other. Their pride system is so tena- 


Nathan Freeman, 
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cious that treatment depends on having this reduced before any of 
these people can do anything for themselves. 

I will give you a clinical example of what I mean. About ten 
years ago I started treatment with a 17 year old erhizop hrom 
boy. One of his maneuvers before masturbation was to go to the 
hall windows in his room, raise the shades, open the windows, put 
all the lights on, then get undressed and stand before a mers 
He would then take a pencil with a sharp point and insert it into 
his rectum, and have visual and auditory hallucinations of people 
lining up outside these open windows, jeering and laughing at him, 
and calling him all kinds of vile names, He could then masturbate 
and get some pleasure, 

Now this perversion was difficult to understand until I became 
aware that until he could withstand the worst kind of treatment 

t he himself could devise, and when he was released from an 
inner necessity of having to conform or to please anyone, then he 
could relinquish his symptom. ; 

No human being wants to suffer, but he may get himself into 
Positions where he must. But this is not a choice in the sense of a 
human being being able to make a choice in life. He has to do it 
this way. There is no other choice for him. 

As to Dr. Salzman’s own associations and reveries while in the 
analytic hour, I think that at some time in our experience with 
all had, and until we can outgrow our own 
hall continue to have, such reveries. To be all- 


Salzman’s paper is eect 
mechanistie concepts and opens th 


» and he emphasizes the role of values 

which, too, I consider very powerful motivations in human life. 
First, I ean confirm his clinical observations with material from 

a patient who provided me with the unusual opportunity to become 
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directly acquainted with her most intimate feelings. Second, I shall 
suggest a slightly different psychodynamic interpretation of this 
phenomenon to which so many analysts have contributed, among 
them Wilhelm Reich. Third, I shall comment briefly regarding one 
more general cultural significance of the phenomenon. 

After a suicidal attempt a teacher in her middle thirties, daughter 
of a domineering mother and a weak father, started therapy. Tall, 
attractive, intelligent, as was Dr. Salzman’s patient, she showed 
in her verbal and nonverbal behavior the same psychosomatic 
split about which he spoke. In the beginning when the words sex 
or body were mentioned, her whole body twitched in disgust. “I 
hate that I have the same physical drives, that I have to go to the 
bathroom as others do. My body hangs like a stone on my neck. ”? 

She complained about severe anxiety, frequently amounting to 
panic, guilt feelings, doubt whether it was worth while to go on 
living and fear of insanity. ‘‘All my life I have never had five 
minutes of inner peace. I don’t want to be a person in my own 
right. I want to be wanted. I want to be the extension of somebody 
else, the absolute center of somebody else’s life, and that person 
has to be the epitome of all that is perfect. Yes, I want to feed on 
somebody. Only then life is possible for me.” 

Feelings of omnipotence and of uniqueness were expressed 
as: “I feel above everybody who existed,” quickly shifting to more 
extreme feelings of nothingness: «I feel like a derelict on debris, 
like a heap of garbage. Only if I am loved can I stand myself.’’ ‘ 

I think here in this one brief sentence is one of the key motiva- 
tions of the masochist. Repeatedly she quoted her mother as having 
Said to her, “I expected you to be a perfect child. Otherwise, I 
might have killed you. Don’t forget, you are not ordinary. You are 
Special.’’ ae 

The patient early internalized these perfectionist demands. ‘‘I 
must be tops. I am not interested in sculpturing if I cannot be 
Rodin.” The horrible pressure under which she lived and her 
desperate search for escape were exemplified in “I will not take 
any responsibility for my life. I want to have my life ruined in 
order not to have to be a success. I have not the faintest wish to 
become healthy. I want insanity. Perhaps if you lose your mind 


you have no longer to be a success.” 
In the therapy of this type of patient, the analyst must for many 
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months take the compulsive assaults and the condescending con- 
tempt of the patient. ‘‘I cannot stand you,” she said to me. ‘‘I 
ought to appreciate you, but I don’t. You are dumb, just dumb. 
You are kind. I look for a strong, domineering man who pushes the 
others out.’’ 

Feeling basically worthless the patient not only distrusts an 
accepting attitude, but, as Dr. Salzman mentioned, often resents 
it. He continues to attack and to humiliate the therapist before he 
becomes aware that this is done to relieve his own suffering and 
self contempt, and this very often is the decisive turning point in 
therapy. This is often indicated in dreams, or in feelings as ex- 
pressed by my patient: 

“Occasionally I now feel the wish to be a real person, not simply 
to be absorbed by somebody else. I shall start changing instead of 
waiting to be liked. Why am I such a dope and never accept any- 
thing? I see you are honest and responsible. Sometimes I think that 
it must be very nice to be just an ordinary person without inhibi- 
tions and get fun out of doing something for its own sake.’’ ; 

In no other type of patient is the negative therapeutic reaction 
so powerful. But we do not need, as Freud did, in Analysis, 
Terminable and Interminable, to see it as the expression of the 
death instinct. 

What did getting well mean to this patient? First, it meant 
losing her protection against the reckless, tyrannical pressures of 
her perfectionist image. ‘‘Nobody,’’ she says, ‘‘will ever push me 
into taking the responsibility for my own life.” 

Second, it meant losing the basis for her excessive claims for 
love and attention. Here is a tremendous value to the patient of 
her feeling abused. ‘‘I feel like a great person who has been ruined 
by the world. Why should I change? For whom should I become 
well? I can make efforts to go through the wall only if I am sure 
that on the other side somebody is waiting for me with open arms.”’ 

Finally, getting well also meant to her for a long time, to sur- 
render her self image of uniqueness and to become ordinary. “‘I 
despise ordinary people.’’ 

I should like to question two of the statements which Dr. Salzman 
made: “The masochist could hide his striving for pride and 


strength,’’ and “The goal of the masochist can ultimately be re- 
duced to needing no one.’’ 
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In my clinical experience, as Dr. Freeman also mentioned, hidden 
or not hidden pride is very much present in the masochist. And 
without considering the power of this hidden pride in uniqueness 
and even omnipotence, the masochistic maneuverings cannot be 
fully understood. And does not the masochist really put emphasis 
on strength and independence because of the anxiety engendered 
by his extremely strong compulsive dependency needs? I believe 
the masochist does not pretend to suffer. He really suffers due to 
what one could call emotional malnutrition, while at the same time, 
in addition, exaggerates the suffering for secondary gains. 

Rene Spitz, in his new book, No and Yes regarding the genesis 
of human communication, furnishes one explanation which may be 
helpful to us. At a certain point the healthy child turns from a 
basie passivity to activity. But if this possibility, due to feelings 
of rejection, is interfered with, passivity becomes a tremendously 
powerful weapon in the fight for survival. 

The masochist develops only a very weak self and almost no 
capacity for healthy self assertion. He is unable to fight for him- 
self, He thinks he can survive only by getting love. To deserve this 
continuous flow of love he has built up a mainly unconscious self 
image of being perfect, special, which at all costs he has to actualize. 
Failing to do so means to be helplessly exposed to the violent dis- 
ruptive inner pressures. , 

He afers: ako from the continuous frustration of his desperate 
longing for love which he needs like an alkalizer against the acids 
of destructive self contempt which are continuously reproduced in 
him. The ultimate unconscious goal of the masochist (and here I 
don’t know whether I really differ from Dr. Salzman, although it 
sounds antithetie) is the effacing, the eliminating, the submerging, 
the getting rid of the hated, contemptible actual self by a symbiotic 
merger with another person, and finally with the All. 

Dr. Salzman mentioned that in the fourteenth and fifteenth 
centuries mortification was idealized as ethical and spiritual. I 
believe today, in the middle of the twentieth century, a more total 
form of the masochistie solution is being glorified, the gradual 
extinguishing of the disturbing and therefore hated individual self. 

One of our greatest writers, Bugene ornen, expressed this long- 
ing in his autobiographical drama, Long Day’s Journey Into Night. 
He speaks about coming back on a freighter from South America: 


68 SCIENCE AND PSYCHOANALYSIS 


“After I lost myself, I was set free. I belonged without past or 
future, within peace and unity and wild joy within something 
greater than my own life or the life of man. It was a great mistake 
my being born a man. I would have been much more successful as 
a sea gull or a fish. As it is, I will always be a stranger who never 
feels at home, who does not really want and is not really wanted, 
who can never belong, who must always be a little in love with 
death.’’ 

Let me say at the end, I believe that we psychoanalysts have to 
be careful not to become what one could call unconscious collabo- 
rators with the masochistic current of our times. I think that there 
are solutions, especially in some philosophies not only of the East 
but of the West, which try to achieve an ideal of selflessness. I 
believe that our task as analysts is, however, to help the patient 
to protect and to develop the most valuable asset he has, his indi- 
vidual self, and I think that the way toward this goal remains 
constructive psychoanalysis. And most of all here is needed a warm, 
empathic human being as therapist. 


John Schimel, M.D.*: A somewhat baffling type of masochistic 
character which was not touched on so far, is one who does not 
complain about what people are doing to him, who does not engage 
the therapist in the provocative type of encounter that Dr. Salzman 
presented so graphically, but who then goes on imperviously with 
his own private ruminations. Such a patient of mine, a creative 
worker in his own scientific field, had a dream which demonstrates 
an important point; perhaps he can help us out here, too. The 
dream briefly, is this: The man is walking across an enormous 
plain, notices a female figure coming toward him, and has the 
thought, ‘‘That is my wife.’? He has the second thought, ‘‘No, that 
Woman is too tall. She is not my wife.’’ As they come closer to each 
other he says again, ‘‘Yes, that is my wife,’’ and then he thinks, 

No, my wife is heavier than that woman.” Then they get very 
close together and he looks into her face and says, ‘‘That is my 
wife,” and then he thinks, “No, the features are different. That 
1s not my wife.’? Then the woman picks up a pie and hits him in 
the face with it. And his next thought is, “Why of course that was 
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my wife!” But the next point bears more specifically here; he 
addresses this remark to his wife, ‘You should have taken the pie 
plate off”? 

I believe this is essential in our considerations of masochism, 
though perhaps oversimplified. The uncomplaining and unprovoca- 
tive type of patient invites shockingly degrading experiences. I am 
a child and know that a great deal of provocative behavior that 
Seems to go around in a circle occurs in children, though I am not 
sure of the exact age when it is most prevalent. In the families of 
such patients life is terribly serious and what the child does or 
doesn’t do is a matter of great moment. Very little is passed over 
in a casual manner, and very little is treated with a Zen attitude. 
Fromm once remarked that if a silent movie of an average psycho- 
analytic session was played for an audience, everybody viewing 
it would be utterly convinced that these two people were discussing 
a great tragedy. One of the things that we have been taught and 
have read in the classic literature is that ideally we relate to the 
healthy part of the patient. This dictum has probably caused me 
trouble since we can never be certain as to what is ‘‘the healthy 
part of the patient.” We don’t relate to the patient as a child 
because somehow we feel this is not the healthy part. But in terms 
of masochism, if we know something about the family, we recognize 
that what we find so troublesome may indeed be a healthy response 
to a situation in which the patient finds himself. 


MASOCHISM: SEMANTICS AND TRANSFERENCE 
By WILLIAM V. SILVERBERG, M.D.* 


I AM GOING TO LIMIT MYSELF to just two main points. We are 
presented with a semantic problem as to what should be called 
masochism. Dr. Bieber in his discussion mentioned that there were 
several kinds of behavior that could be considered masochistic. 
Dr. Rado seemed inclined to award to Freud a kind of copyright 
on the term ‘‘masochism,’’ which I don’t think we should grant 
him since the term masochism was in existence long before Freud 
began to talk about it. It came into existence, as Dr. Salzman 
pointed out, in connection with certain novels describing phenomena 
which later came to be called masochistic from the name of their 
author. First and foremost, masochism is a sexual perversion, not 
in the broad sense in which Dr. Ackerman uses the word t‘ perver- 
sion,” but in the very narrow sense. And it seems to me that until 
we understand why an individual is able to gain pleasure through 
what he considers to be pain—until we can understand this riddle, 
as Fenichel called it—we will not be able to understand the more 
figurative types of masochism which we have been considering so 
extensively. 

Disregarding the semantics, what Dr. Salzman has presented to 
us clinically is a situation in which his patient fluctuated between 
very intense feelings of worthlessness and inferiority, and very 
intense feelings of grandiosity. That is to say, she alternated be- 
tween feeling weak and feeling strong, weak and strong, and 
correspondingly viewed the analyst, Dr. Salzman, as strong, weak, 
strong, weak, depending on which particular phase she was in. 

The whole maneuver, whether we call it a masochistic defense 
or not, amounts to what we would certainly call a resistance, since 
it accords with a definition of resistance as any behavior of a patient 
which creates an obstacle to the production of insight. It is what 
I would call a strategie resistance rather than a tactical one. A 
tactical resistance is an emergency resistance such as a period of 
silence in a patient who is usually fluent. Or a patient suddenly 
falling asleep on the couch in the course of a session. A strategic 
resistance, on the other hand, is much more bound up with the 
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whole personality, and therefore usually occupies a very large part 
of the analytie procedure. 

If asked, the patient would probably say that her feelings of 
inferiority represent what she really thinks about herself, that her 
grandiosity is more or less a defense against these feelings. 

However, one would have to look much further than that, for 
I would think that the grandiosity, plus anger which apparently 
frequently accompanies grandiosity, would signify that the patient 
did not have the feeling that she ought to be regarded as being 
the worthless person that she claimed to regard herself. In other 
words, some feeling of what might be called more or less normal 
self confidence antedated the beginnings of feelings of inferiority. 

Dr. Salzman has admonished us that we must deal with these 
things directly. Certainly, it is the function of the therapist to 
be warm toward his patients if he can be, but I think that what 
he really owes them is a kind of objectivity that the patient can- 
not achieve toward his own feelings and his own behavior. And 
I would think that this requires, as Dr. Romm remarked, not de- 
tachment on the part of the analyst, not reassurance (for reassur- 
ance can certainly be a double-edged sword), not anger—but objec- 
tivity. Tell the patient what you think is going on. Point out in 
this case that the patient alternatingly regards the analyst as 
being very strong and very weak, and that it is unlikely that the 
analyst is really both of these things. What is the reality about the 
analyst? Why does the patient see the analyst as she does? What 
does it mean in terms of her own attitudes toward herself at the 
moment when she is seeing the analyst as weak or strong? 

This would lead to dealing with the matter of why the patient 
has adopted feelings of inferiority and worthlessness to begin with. 
And here one encounters what Dr. Salzman has described as the 
negative therapeutic reaction. But what is the negative therapeutic 
reaction? Freud could describe it only in terms of the analyst’s 
expectations of the patient; as occurring after an interpretation 
which the patient understood and aecepted, and which should have 
therefore, in the analyst’s eyes, improved the situation. But the 
patient often came in the next day worse than ever, depressed, 
unhappy, uncertain, anxious. Why did this happen? Freud gives 
an explanation for this which satisfied him. But it is clear that this 
phenomenon can be described only in terms of the analyst’s expecta- 
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tions of the patient. It must mean that he has not foreseen correctly 
what could be expected as a result of the work previously done. 

What has happened in all such cases is that the work done has 
led to the brink of anxiety, of uncovering something which the 
patient would have to react to as a danger. This is the situation 
that Freud named the negative therapeutie reaction. In contrast, 
if the situation were handled as I suggested, then in the next step 
we would have to deal with the source of the feelings of worthless- 
ness. This would bring us very close, I think, to a situation involving 
anxiety. It has been my experience that patients with a persistent 
feeling of inferiority that cannot be altered by reference to reality 
or by any other type of reassurance, have early in childhood adopted 
such feelings as the lesser of two evils, as a defense which offsets 
despair in early situations involving libidinal impulses, those which 
are usually oral in character, 

It is very interesting to me that so many diseussants have indi- 
cated oral factors in masochism. Let us suppose that the patient, 
as a child, recognized some weeks or months after weaning that 
nursing was not going to be restored. Rather than accept despair, 
the child may assume that the reason why it is not restored is be- 
cause of some inferiority in himself. The child is not well enough 
behaved or not pretty enough, or not smart enough, or not this 
enough or that enough. The advantage of his assumption is that 
it does leave a loophole of hope that sooner or later improvement 
may ensue. He may become a better child or a better looking child 
or a smarter child or a stronger child or whatever. The difficulties 
that patients pose to the analyst in dealing with this kind of situa- 
tion involve being confronted with understanding, perhaps for the 
first time as an adult, this childhood alternative between despair 
and a self judgment of being worthless. This prospect of despair 
fills them with such anxiety that they are not able to deal with 
it at once, though as time goes on they may be. This is what I 


would see from a clinical technical point of view in the material 
presented by Dr. Salzman. 


MASOCHISM: A BIODYNAMIC SUMMARY 
By JULES H. MASSERMAN, M.D. 


Your chairman has been manning his chair entranced by this 
symposium and, as chairmen should, has risen for only the briefest 
of entr’actes. In between, I have also been trying to forget that 
I am charged with providing a summary of this spontaneous, varied 
and rich discussion. Fortunately, however, I am not completely 
unprepared; on the plane here, I happened to be reading A. V. 
Douglas’ biography of the physicist-philosopher, A. S. Eddington, 
and came across a delightful quotation that I anticipated would 
apply to this meeting, as it must to all mortal conclaves. Wrote 
Sir Arthur: ‘‘It is we (and not any eternal verities) who deter- 
mine sense-data by our interpretations, who impose structure, and 
who regain from nature, which is infinitely varied, that which our 
minds have put into nature.* We have found a strange footprint 
on the shores of the unknown. We have devised profound theories, 
one after the other, to account for its origin. At last we have suc- 
ceeded in reconstructing the creature that made the footprint. And 
lo! It is our own!” 3 . 

It may, therefore, be not altogether inappropriate to remind 
ourselves at this juncture in our discussion that the footprint of 
“‘masochism”’ appears in nature only as our own mental imprint, 
but that insofar as we are a part of nature it need not otherwise 
“‘exist’’ biodynamically, clinically or as a therapeutically essential 
concept. In view of this sobering thought, let us reconsider mas- 
ovhism briefly under each of these three rubrics. 


Tur BroLocy OF MASOCHISM 


Biologie considerations always bring up @ personally piquant 
issue. I keep telling people plaintively that, by dint of consider- 
able expense, effort and fortitude, I have aequired the august status 
of a card-carrying analyst. And they smile indulgently and inquire, 
sometimes a little desultorily, “Yes, yes. And how are your labora- 
tory animals?’’ Since, then, I am so often forced into this role of 
being experimental biology’s spokesman in psychoanalytic discus- 


* Italics mine. 
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sions, permit me to point out that biologists can operate very well 
indeed not only without the notion of a ‘‘death instinct” but also 
without any concept of an innate ‘‘need for suffering,’’ let alone a 
‘‘joy in suffering.’’ True, every organism must experience discom- 
fort, pain and eventually die, some in apparently self-sacrificing 
patterns. Thus, even at the unicellular level, some members of a 
colony, say, of the lowly myxameba, may, in time of drought, 
migrate together to form a lifeless but nutrient stalk on which their 
fellows may sporulate and survive; or, in multicellular organisms, 
a white cell may perish to save the greater life of which it had 
been a part. In the process of preserving the species, the salmon 
will fight its way up falls and rapids to lay its eggs, and then, ex- 
hausted and bloody, expire. On land, countless mammalian mothers 
of all species have sacrificed themselves defending their young, and 
many a male has, with apparent enthusiasm, been killed on some 
battlefield dedicated to win him greater privileges here on earth, 
or, in the case of homo sapiens, in heaven. It could, of course, be 
argued that all this is not quite as heroic as it sounds; after all, 
living things can conceive of pain experientially as only a tem- 
porary suffering eventually survived, and by the same merciful 
token can have no concept whatever of absolute death. But aside 
from such qualifications, and even avoiding teleologie formulations 
(though these, too, are regaining scientific respectability), it can 
be seen that to conceive of suffering and dying as primary in them- 
selves throughout nature is akin to asserting, for example, that 
the prime function of motherhood is dyspareunia. It is much closer 
to the facts to see that pain and death are the incidental prices we 
pay (and in many a sense gladly) for the survival of our soma, 
of our germ plasm or of our wishfully conceived immortal spirit in 
some fancifully furnished Valhalla. 

It is perhaps in this sense that Dr. Clara Thompson in her own 
discussion of masochism referred to ‘‘Masserman’s cats,” a cryptic 
allusion that might require the following brief explanation. For 
a year or two I would invite visitors to my laboratory to view 
obviously ‘‘ masochistic’? dogs or cats that would, for instance, 
avidly and repeatedly press a switch that produced no visible 
reward other than severe air blasts, electroshocks or other stimuli, 
usually reacted to as definitely unpleasant by most other animals. 
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The latter category generally included the human spectator, pro- 
vided he were unacquainted with the life history of the purportedly 
“masochistic”? animal under observation. But that history was sim- 
ple and could easily have been inferred from the phenomena by 
a dynamically orientated biologist or analyst. In brief, the animal 
had been trained early in life to associate the air blast and electro- 
shock sequence with a reward such as food, a period of play with 
the experimenter, sexual gratification or perhaps merely an oppor- 
tunity for spontaneous exploration outside the cage. Then, when 
these consequences had acquired retroactively positive rather than 
aversive incentive values, the animal was taught to secure them 
voluntarily by pressing an electric switch. After that, shocks, blasts, 
blows, showers, sirens, ete., could be inereased to astounding intensi- 
ties, and the originally associated direct rewards withdrawn, and 
yet the animal would continue for months or years to press the 
switch releasing ostensibly discomforting or painful experiences, 
apparently because they reconstituted a previously cherished 
sequence of associations. But I would remind viewers of these 
phenomena (or of the film I made on the subject *) that these 
experiments were hardly necessary ; their pet dog had possibly also 
been trained to contain its excreta for long periods at considerable 
discomfort to itself, or to walk ‘«mnaturally” on its hind legs, or 
to come crawling on its belly for forgiveness (i.e., petting and 
amelioration of expected punishment) or to fetch killed ducks from 
icy waters, or even to die in defense of its home—all for the impor- 
tant rewards to be secured if it pleased its presumably all-powerful 
master, Parenthetically it is true, as Dr. Salzman mentioned, that if 
a dog of a lupine breed is losing a fight with its own kind it may 
suddenly and seemingly t masochistically”” offer its jugular vein to 
its opponent; so also, a defeated male monkey may assume a female 
coital posture toward its conqueror. However, as Lorenz has pointed 
out, these are not invitations to death or even to homosexual domi- 
nance; on the contrary, they are signs of surrender invariably 
accepted by the victors who in contrast to their more barbaric 
human cousins, suspend the pattle and spare the loser from further 
injury. 


* Experimental Masochism, distributed by the Psychological Cinema Register, 


State College, Pennsylvania. 
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Socran Masocuisst 


If we now turn to the social and clinical aspects of masochism 
(and let us remember that only what is antisocial becomes clinical) 
we are on even shiftier conceptual and operation grounds. Leopold 
von Sacher-Masoch himself would have been astounded at the use 
of his name to connote ‘‘a need for suffering’’; the erotic explora- 
tions described in his novels (i.e., Venus in Furs) and later called 
masochism were just as much a ‘‘perverse’’ variety of seekings for 
sexual pleasure-in-itself as was the arsenal of sadism of the Marquis 
de Sade. And both not-so-gentle men would be philologically and 
semantically right: perversion by the very derivation of the word 
connotes turning to pleasure through, not against, anyone or any- 
thing (as in animadversion or aversion) or even through seduction 
(as in subversion). But, as Masoch and Sade also pointed out, what 
people enjoy may vary widely indeed with different individual and 
social connotations. To take a mild but pertinent example, some 
years ago, when I gave a series of lectures in Finland, my exceed- 
ingly kind hosts, near the end of my visit, offered to take me to a 
sauna, a two hour bath in which, as you may know, the devotee by 
turn sits on hot rocks breathing scalding steam, changes to a needle 
spray of ice water, and finally tops off the presumably ecstatic ritual 
by plunging into a bank of snow. I prefer to think that my Finnish 
friends, who themselves looked forward with pleasure to their 
biweekly sawnas, meant not to punish me for my lectures but to 
afford me what they regarded as a delightful experience; but had I 
accepted their offer (I did not), I might have been considered an 
unnecessarily ‘‘ masochistic’? guest by many Western observers. 
Some of these, having been overlong couched in Freudian presup- 
positions, would have also interpreted forthwith that as a child I 
had been trained to be too subservient toward my parents; others 
would have professed ‘‘empathy’”? with my self-imposed ‘‘suffer- 
ings’’ in the sauna, but would really have been far less sympathetic 
than they sounded. The point, which need not be further belabored, 
1s simply this: masochism is judged to be “suffering” only by 
those who either do not understand, or differ radically with, the 
orientations and values of those they call masochists. And, if 
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Occam’s venerable Razor be used further to trim the concept down 
to fit Lloyd Morgan’s Principle of Parsimony, we can avoid get- 
ting lost in other vertiginous verbalisms, e.g., ‘that masochism is 
an expression of repressed Ego guilt which arises over projected 
hostility which calls for introjective self punishment which then 
de-fuses Eros and Thanatos and thus releases external aggression 
which once more causes reactive anxiety and guilt which once again 
is alleviated by masochistic self punishment which thus reconsti- 
tutes the cycle of a compensatory hostility met with super-ego repres- 
sion, which’’—and so on ad infinitum et ad absurdum. Actually, 
such tortuous formulations are reminiscent of another transitional 
period when sixteenth century cosmologists, loath to give up 
Ptolemaic geocentricity in favor of the much simpler but less hal- 
lowed Copernican astronomy, invented exceedingly complex and 
circular notions of intertwining cycles and epieycles to account for 
stellar and planetary motions while yet preserving the idea that 
their cherished earth is, after all, the center of the universe. ; 

But if we give up the unitary notion of masochism, what is the 
alternative? Certainly we as physicians, of all people, cannot deny 
the existence of pain, suffering and therapeutic need. The obvious 
answer is that as clinicians we deny no phenomena, but as scientists 
we also seek to explain them according to the basic criteria of science 
—maximal simplicity compatible with validity, generality and oper- 
ational applicability. If this necessitates abandoning old concepts in 
favor of better ones, it is ultimately better to cherish the new. Let us 
then, although necessarily now with almost absurd brevity, re- 
examine once again, this elusive business of masochism in the human 
condition, not as a Kierkegaardian fate of primal anxiety nor as an 
ineseapable fiat of an ingrown Thanatos, but like all other living 
processes, a price for, or a cachet of, genetically and experientially 


fashioned modes of adaptation. 
Cosmic MasocHIsM 


I have elsewhere developed in some detail the thesis that human 
behavior is designed to obviate insofar as possible the three main 
parameters of danger discerned by man. Stripped to the barest 
taxonomic rubrics, these threats arise from failures to control his 
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physical surroundings, his social transactions and, since man is 
cursed as well as blessed with concepts of a vast and infinitely 
dangerous universe, his dread of recognizing what might be called 
his cosmologic weightlessness. To alleviate these fears he must re- 
spectively develop his technologie skills, formalize his social rela- 
tionships, and elaborate his scientific, philosophic and theologic 
faiths into cosmic organons; more, he must actually, in what may 
be termed the Ur-delusions of man, keep believing he can achieve 
all three forms of wishful omnipotence. True, while working on his 
garden, or on his space ship he may get painful blisters or an over- 
dose of nuclear radiation, but it is a bit scotomatous to think that a 
thickened skin or an aplastic anemia were his primary objectives. 
As men seek friends or mates, or memberships in other forms of 
human organization (including psychoanalytic societies), they may 
meet with disappointment, rebuff or penalty, but it would seem 
unnecessarily misanthropic to propose that these were their original 
social goals. And while an individual aspirant, in his own way, 18 
seeking universal truth (and through it, universal power) he may 
have to live marginally on an academic salary, or believe he must 
seek his God through isolation, abnegation or even martyrdom. 
But, it seems unnecessarily cynical or sacrilegious to maintain, for 
example, that research scientists really like to starve or that mystics 
prefer hardship and burning, whether or not they thus earn trans- 
portation to their several heavens to meet their respective saviors. 
To repeat, men may get carious teeth from eating, hepatic cirrhosis 
from ‘‘sociable’’ drinking or housemaid’s knees from praying, but 
the toothaches, jaundice and arthritic bursitis were not necessarily 
their fundamental objectives, Nor need secondary clinical or social 
complications cloud the main issue. The blistered, calloused gar- 
dener or the victim of toothache or anemia may, in some cultures, 
demand and receive surcease from physical responsibilities; the 
rejected and humiliated applicant for belongingness may point to 
this hypertension or his ulcers in some cultures, and demand and 
recelve compensatory indulgence and special care, and the poor 
professor or the holy recluse may demand, and in some cases Te- 
ceive, privileged status or various forms of canonization. But we 
need not be confused by these culturally opportunistic makings of 
a virtue (from vir in the sense of power) of a bad business and we 
rightly call them secondary or overdetermined gains. 
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Is, THEN, THE CONCEPT oF MASOCHISM NECESSARY ? 


Whitehead has called the coneretization of abstractions the most 
misleading of logical fallacies, and we have seen that there is little 
real need for an abstraction called ‘‘masochism’”’; yet in view of all 
this, why does the notion as a perennial ding-on-sich persist in 
literature? Here we must explore, in the pseudomasochistic nature 
of psychiatrists, an array of reasons which may repay much deeper 
analysis by the Academy than we can give them in the remainder of 
this symposium. But let me mention only three of the many possi- 
bilities. 

First, that out of our self-imposed blindness and/or, if you prefer, 
the goodness of our hearts, we really like to give our patients the 
benefit of every doubt, and therefore prefer to think of them 
as pathetic sufferers from an unkind destiny rather than hypocriti- 
cal (and here is the rub, rather successful) manipulators of a social 
order which has not as yet given them their just desserts. 

Second, that the concept of masochism seems to avoid (though 
it really does not) a therapeutic paradox, namely, that since mas- 
ochism in some mysterious way is a curse or a ‘‘fate neurosis” rather 
than a way of life by which the masochist attempts to pre-empt 
privilege and power, why then analysts, in treating masochists, need 
not violate their therapeutic code. And that code which is often 
implied, rarely stated and almost never practiced, is to devote 
analytic therapy to removing the residues of aberrant childhood 
inhibitions, displacements, conversions, etc., but not to assume the 
moralistic right to forbid any other practicable forms of ‘‘self 
expression.” We must admit that many modes of so-called mas- 
ochism are certainly practicable in many forms in our culture. 

Third, that in maintaining this therapeutic fiction we can not 
only permit but encourage some patients to misuse their friends, 
families and perhaps also a disconcerting succession of therapists, 
all under the plea of seeking relief from their professed ‘ suffering.” 
It is true, as most discussants have pointed out, that such patients 
are in their own perverse way seeking human contacts or, as our 
more romantic-existential friends would put it, human encounters ; 
for that matter, even the term aggression means literally ‘‘to move 
toward.” Even so, it does not follow that the best way of altering 
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these mutually unfortunate forms of interpersonal transaction is 
to indulge them for years, or as some imply, for decades. On the 
contrary such prolonged periods of pseudotherapeutic subservience 
may strongly imply, and may often be taken by the patient as cer- 
tifying, that his mode of life really is suecessful and valuable, and 
hence to be perpetuated. In a quarter century of experience I have 
treated many a patient for five years or more, but never without 
asking myself with increasing concern after the first year: What am 
I doing that is helping to keep the patient from improving? Per- 
mit me a brief anecdote in this connection. 

Some years ago I was invited to address the British Psycho- 
analytic Society on the subject of Biodynamics and Psychoanalysis 
and, as requested, presented some of my work on the theoretic sig- 
nificance of the causes and eure of experimental neuroses. What 
was far more memorable than the lecture was the discussion period 
that ensued, during which some members of opposing factions of 
the Society, neatly marshalled on opposite sides of an aisle that 
divided the room, insisted on indulging in polemics about various 
Freudian versus Kleinian dogmas by using my data almost com- 
pletely out of context. Finally, however, somebody asked me an 
unusually relevant question to this effect. “Dr. Masserman, why 18 
it that in Britain we believe that an analysis must take a minimum 
of five to ten years whereas many in America seem to think that 
two or three years can suffice?” I could think of only one answer 
at the time, and I am afraid it is down in the minutes of the meet- 
ing. “ʻI have heard,” I said, ‘‘that it takes an Englishman a little 
longer to see a joke.’? What I meant to imply, of course, is that 
there are analysts in every country who, being slow or unwilling 
to grasp or to react adequately to the point of their patient’s story, 
keep making him tell it, with gestures, interminably. 

We may now put many of the points raised in this symposium 
within the context of these reorientations. Let us, as briefly as pos- 
sible, consider a few examples. 
When Dr. Salzman replied as he did to his patient’s taunt, 
hould I feel honored or guilty?” he was partially taking cover 
from his own understandable and I think quite healthy reactive 
hostilities by using what Potter and more recently, Jay Haley * 

* HALEY, J.: The art of 


tics. 15: 190, 1958, Also ef 
ume, 


“a 


psychoanalysis: ETC., A Review of General Seman- 
- Don D. Jackson’s discussion in Part II of this vol- 
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would call an analytic ploy. That is, replying to her challenge with 
a covertly cold and disdainful counterquestion which, in effect, 
invited her to feel as she damned pleased and tell him about it or 
not; she couldn’t really disturb him in either case. So also, every 
analyst has been warned by every control analyst that to blame or 
be angry at a patient is reprehensibly ‘*nonanalytie’’; ergo, even 
when in silent rumination he calls his patient a ‘‘bitch’’ he duti- 
fully also tells himself almost immediately, ‘‘but she can’t help it.” 
Similarly, in commenting on her reactions to the party he does not 
ask, ‘‘Why did you assume, as you obviously did, the supposed 
prerogative of royalty and demand that everyone come to you to 
eurtsy and remain until you deigned to dismiss them?’’ Instead, 
though Dr. Salzman sensed the arrogance beneath her imperious 
whining, he reports that he inquired meekly, ‘‘What gave you that 
feeling?” a comment quite in accord with the patient’s cherished 
pose that she is the victim and not the author of her own social 
difficulties. In all of these maneuvers, Dr. Salzman also succeeds 
in what can be called the avid analytic art of ‘‘oneupsmanship.”’ 
Tn line with this and with Dr. Salzman’s frankness, I shall myself 
state publicly that in the first instance, I might have asked the 
patient, in polite, well modulated, professional tones, of course, what, 
other than a sense of perverse superiority and temporary triumph, 
she really could gain in the long run by being obnoxious to every- 


one, including her analyst. And I might have added some comment 


to the effect that whatever victories in old battles she thought she 
many people quite important 


was winning by her current behavior, ponian 
to her future would eventually regard and treat her as a ‘‘bitch 

whether or not her analyst articulated this technical term loudly or 
silently. That Dr. Salzman is far more gentle in his evaluations of 
the broader aspects of human behavior is also indicated by the 
altruistic glow in which he casts some of his comments on mundane 
and religious history and what might be called current theo- 
pathology. For Dr. Salzman, «Mortification was (historically) ele- 
vated into a more ethical and spiritual process than the base fulfill- 
ment of man’s biologie needs”’; in contrast, many have contended 
that ardent self mortifiers like Nebuchadnezzar, „Alexander the 
“Great,” Peter the Hermit or Torquemada, in their reckless seek- 
h or in heaven, have caused more misery than 


ing for power on eart 
a hundred million franker hedonists. So also, Dr. Salzman states, 
e flagellant sects as a means 


“Mortification is still current in som 
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of identifying with Christ by assuming that in the sharing of his 
suffering they can share his martyrdom.’’ Again, I agree, but I 
would add a more specific codicil as to what martyrdom implies for 
the flagellant—for the price of a few welts on the back, no less a 
reward than forever to share Christ’s glory and power at the 
right hand of God. Finally, when Dr. Salzman states, ‘‘Man has 
denied or abused himself from time immemorial, but has considered 
this a highly virtuous activity which promised great rewards and 
often led to sainthood,’’ he trenchantly summed up the dilemma 
of those who wish to keep suffering per se as the core of masochism. 
How, in the name of behavioral economics, dynamic logic or 
Semantic sanity, can a relatively small investment of time and 
trouble designed to bring such infinite returns of pleasure be 
thought of in any tenable way as masochistic ‘‘self abuse?”’ 

In retrospect, these strictures of mine are far from original, and 
were indeed implicit in many of the preceding discussions of Dr- 
Salzman’s searching presentation. Dr. Rado and Dr. Ackerman both 
commented before me on the hypocritical, spurious quality of much 
that is called masochism, and Dr. Kelman also detected that patients 
who likened themselves as dust meekly trodden underfoot at the 
same time strongly implied that the professedly meek shall inherit 
the earth. Nor was Dr. Schimel altogether taken in by the pie-plate 
dream; he sensed that the patient, with conscious provocation oT 
not, was throwing a rather old joke book at his long-suffering 
analyst. And as to therapy, too, beneath seemingly disparate tech- 
nical euphemisms there has been much essential agreement. Dr. 
Millet advised us to begin from the beginning with our patients in 
rebuilding their trust in humanity ‘‘by being good parents tO 
them’’; however, I believe Dr. Millet would agree that it is time 
we abandon the tragic error of encouraging parents to vacate their 
responsibilities by being paralytically negligent or covertly destruc- 
tive under the guise of all-inviting ‘permissiveness’? or ‘‘allowing 
the child to develop his spontaneous personality’’; that form of 
escapist self delusion, in this era of the knife-throwing as well as 
rock-rolling generation that ostensibly masochistically but actually 
mockingly styles itself “‘beat,’’ has already lost us too much in too 
many ways. Instead, parents as well as analysts are charged with 
more than just being an understanding, sympathetic, or even loving 
audience. They are supposed to know more about life than the 
blundering child or the correspondingly immature patient who 
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appeals to them. Indeed, we, as physicians, are commissioned by 
society and more than a little by the patient (whether or not we 
like it or even admit it) with assuming as well the role of friend, 
guide, exemplar and mentor. And sometimes the most lastingly 
effective method for all concerned is to use appropriate periods of 
transference as occasions for conveying directly and simply to the 
patient information that will be all-important to his future out- 
side our offices—what Clara Thompson meant when she counselled 
us not always to ‘‘pull our punches” and what Dr. Romm im- 
plied in her discerning comments dressed in her own delightful 
whimsey. 

Let me here note that I am not unaware of the many dogmatic 
or eloquent arguments that have been made and are still made 
for the exact converse of my various theses, e.g., that masochism 
exists per se, that patients really seek suffering for its own sake or, 
as A. A. Brill would have it, that anyone who does not see Thanatos 
lying on every analytic couch has no official right to possess one. 
As an academe who likes to collect opinions he can understand as 
well as data on every side of every question, I have read and cogi- 
tated much about such assertions. Nor can I ignore them; as the 
German scientist-philosopher, Lichtenberg, once remarked, “If a 
head and a book collide with a hollow sound, this is not necessarily 
produced by the book.”’ Nevertheless, I must state that though “the 
assertions here expressed are those of the author and not necessarily 
those of his University, the Academy’’ or anybody else, they are 
nevertheless the residue of a good deal of reading, laboratory ex- 
perimentation, analytic experience, and long reflections on the 
wisdom of my colleagues. I have one more opinion to record, that 
Dr. Salzman’s illuminating paper and the vividly polychromatic 
discussion that followed it will make this meeting of the Academy 
unforgettable to those present and, in published form, perhaps an 
historie contribution in the annals of psychoanalysis as a science. 


(Resuming the chair) Ernst Kris, who in some ways was a rather 
erudite analyst, once remarked that wit and humor provide a thin 
ledge of insight above an abyss of anxiety. In this connection, an- 
other version of Dr. Salzman’s story is here apropos. It concerns 
the masochist who sidled up to a sadist in the street and said plain- 
tively and pre-emptorily, «Please beat me!” And the cruel sadist 


replied, ‘‘NO!”’ 
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That little anecdote also has reference to our plans for the pub- 
lication of this symposium. I shall send an edited transcript to each 
author, but if he fails to amend it, it will be published that way! 
And now let us hear how this morning’s speakers have relished or 
digested this rich interim repast. 


PANEL REVIEW 


John A. P. Millet, M.D.: There are some final points that we 
need to be clear about, and one is the matter of definition. I referred 
in my own discussion to the term masochism as used by Dr. Salz- 
man, which might be said to be in good English usage. But perhaps 
we have strayed a bit far from the original definition in allowing 
it to extend to other kinds of symptom pictures which might almost 
equally well be defined under different headings, as for instance the 
obssessive compulsive type of illness, which again is one of the de- 
fenses that are so frequently employed by suffering human beings 
to prevent themselves from falling back into more serious difficulties. 
This is a matter that might well engage the attention of the 
Academy as far as developing a dynamic language that really 
means what it says, so that we know what a term means when we 
use it. 

A second point is that there seems 
of the idea that this type of defense, W. 
for the time being, is an adaptive device and saves the patient from 
falling back into a worse disorder. Perhaps one might consider 
a hierachy of failures, from a most serious genetic failure in the 
schizophrenic that he has diffculty in escaping, as contrasted to 
the masochist of the type we have been discussing who has some 
opportunity to move in one direction or ‘the other. And a great 
many of those who make these suicidal gestures do it out of genuine 
desperation because they feel there is no help for them, whereas 
they really have a good deal of survival intent behind it, and can 
turn their backs on any depressive intent for the future. 

With respect to the various areas in which individuals may de- 


velop masochistic difficulty, there is one of not being big enough 
or strong enough. One of my patients was most difficult to deal with 
over the years because she could not believe that she could ever be 
big enough. Well, she was a little girl but she was full of fire and 
fury and she got big enough at last to get married and to give her 
husband considerable hell after she did. 
Finally, if we can go back to definitions, I too think that Count 
Sacher-Masoch would not recognize himself in the difficulties that 
have been attributed to the problem that he faced; ‘‘masochism,”’ 
would be about as different 


in our present terms and present use, 
85 


to be a general acceptance 
hich we may call masochistic 
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from what he experienced as Christianity in its present uses is 
from what Christ experienced. 


May E. Romm, M.D.: I’ll make it brief and emphatic. I certainly 
did not mean to give the impression either to Dr. Salzman or to 
anyone else that I was the benevolent loving parent who at all 
times just fed love to the patient. What I meant to bring out was 
that since the patient comes to us invariably sick, infantile, with 
the ego literally dragging on the floor, the one thing I feel that every 
therapist should avoid is, either by word of mouth or gesture or by 
any implication, further to injure, deflate or puncture the ego 
of the patient. In this connection, I had a corrective emotional 
experience about fifteen years ago. A patient came to me who had 
read everything that was ever written about masochism. She said 
she wasn’t worth while, wasn’t beautiful and wasn’t smart; and 
the sad part of it was that she wasn’t. And her values were com- 
pletely alien to mine. For instance, she spent hours on end complain- 
ing bitterly because her mink coat did not have the mutation of a 
more expensive coat which her neighbor had. 

She came to me for psychosomatic gastrointestinal symptoms. 
I don’t know why she got better but she did in about a year and 
one-half. During that process she would tell me something and then 
repeatedly say, ‘‘Doctor, in other words,’? and she would repeat 
the same thing: And once when I was practically bored to tears, 
I counted and she said, ‘‘In other words,’’ forty times during one 
hour. 

When she got symptom free I very gladly helped her out of the 
office and she was away for four years. She then had a recurrence 
of her symptoms and her internist phoned me and said she had 
to come back. I didn’t want to take her. I told him that I would 
at least see her and refer her to someone else. She came back and 
she wept and she eried and I had a great sense of guilt about it, 
and postponed the evil day for about three weeks. 

During that period of time, I did a little self analysis, and I 
discovered that in my past somepl 
was a person on my horizon who had many of the traumatic attrib- 
utes of this patient. This insight made me take the patient back, and 
I really went to work with all I could possibly give her, and I dis- 
covered that her statement, ‘‘In other words,’’ was an attempt to 


ace, many, many years ago there 
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communicate with me so that she, who couldn’t communicate with 
anyone, made a plea to me for communication, which I missed com- 
pletely when she first came to me. But I do not want to give the 
impression that I am such a benevolent person with a halo on 
my head. As a matter of fact, I’m a great believer that halos 
which are too tight give both the analyst and the patient head- 
aches. 

I am now analyzing a sexual sadist, and what I discovered was 
that he would much rather be a masochist and be whipped instead 
of whipping, as a reaction formation to his own aggressive, sadistic 
fantasy and acting out. Possibly, too, Dr. Salzman’s patient had a 
reaction formation to her intense masochism and in that way was 


really sadistic and controlling. 


Clara Thompson, M.D.: And one of the major agreements seems 
to be that masochism as such has a function, and it is not: just 
“being bad.” A child may develop it as the best possible way of 
coping with frustration. Then he forgets to stop, like Masser- 
man’s eat, I think that we have all come to that agreement. But 
when the patient weeps and begs you in a thousand different ways 
to reassure him, for his own benefit, we have to stand firm in mak- 


ing him see what he is doing. 


Leon Salzman, M.D.: This is really an extraordinary psycho- 
analytic symposium. No one was aceused of being insufficiently 
analyzed. No one was accused of being analyzed by the wrong set 
of people, and no one’s views were considered to be ludicrous. We 
have avoided a tug of war, and there are apparently very few mas- 
ochists in the crowd besides myself. There has been no real tussle 
because there is apparently a considerable area of agreement. As a 
matter of fact, the elaborate notes which I have taken could serve 
as a real focus arand which a somewhat better theory of masochism 
could evolve. This is the kind of mecting that I hope the Academy 
will continue to have. 

There are several things that I 
tion of what I have already sai 
ochism is an adaptive maneuver. 
agreeing that it is not a diagnostic category, 
of adapting that takes into account almost every n 


would like to clarify in amplifica- 
d. We have all agreed that mas- 
I think we all are on the point of 
and that it is a way 
osologic variety. 
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The utilization of the masochistic technique does not seem to be 
related to any particular personality type, although it may be the 
predominant adaptive maneuver in some types of individuals. The 
consensus of opinion is that the masochistic pattern is a bartering 
device for which one trades present comforts for future utopias. 
Ultimately one’s values, ideals and standards support the devices 
and make each an ‘‘end in itself.” In this manner, the masochist 
derives a false and fragile feeling of omnipotence and special privi- 
lege, and he spends his time making ‘‘claims’’ on the environment 
while he derogates and tears down everyone and everything. At this 
point, he is no longer asking for the love which he sorely needs, 
but for pity and saintly indulgence. It is a high price to pay for 
living, since he ultimately alienates, antagonizes, and at last, forces 
hostile attitudes towards himself. As has been pointed out, only the 
sadist is kind to him. 

While it is difficult to comprehend the topsy-turvy world of 
the masochist, it is even more difficult to treat him, as Dr. Masser- 
man pointed out in his closing remarks. I would like to elaborate 
only one issue that was raised by the discussants at this time, and 
this is the issue of the ‘ideal parent.’? Dr. Rado has expressed it 
most clearly when he emphasizes the necessity to force the patient 
to a realistic appraisal of his activities. This is my notion of the 
ideal parent, as well as the effective therapist, who, with compassion, 
Concern and a sincere regard for his patient, forces him to examine 
his irritating and annoying techniques, and his gangster tactics in 
order to redefine his life’s goals. 

I was very interested in the varieties of response that I could 
have made to my patient on the question, ‘‘Shall I feel proud oF 
guilty? I’m sure all of them could have been useful, and many 
were better than the one that I made. But in the projects which 
are now unfolding in Los Angeles and at the National Institute of 
Health, which combine movie recordings, sound recordings, tempera- 
ture, blood pressure, cte., there is only one thing that is missing 
which is crucial to understanding anything about healing, and that 
is: What is going on in the mind of the therapist, as well as in the 
mind of the patient, aside from what is formulated and verbalized? 
In actuality, the therapist’s reveries go through such a fantastic 
transition in terms of what is actually said, that it might be very 
fruitful if somebody was brave enough to say what he thought, what 
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he said, what he would have like to have said and what he reports 
in the paper that he reads. 

I feel sure that if a therapist was benevolently disposed to his 
patient, whatever the provocation, his most silent reveries, which 
unfortunately go through too many ‘‘proper and acceptable distor- 
tions” would be most therapeutic and beneficial. These silent rev- 
eries would generally move in the direction of a forceful confronta- 
tion of the patient’s obnoxious techniques rather than in the direc- 
tion of conventionalized platitudes which too often are considered 
proper interpretative comments. If therapy is to be effective with 
the masochist, it must quickly come to terms with the double edged 
defenses which otherwise make therapy impossible. 


SS e 


Part II. Familial and Social 
Dynamics 
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ANALYTIC FAMILY THERAPY; A SURVEY OF 
TRENDS IN RESEARCH AND PRACTICE 


By MARTIN GROTJAHN, M.D.* 


From Stemunp FREUD TO Rene SPITZ 


To SIGMUND FREUD we owe our analytic understanding of the 
unconscious dynamics of the family structure. In his own analysis 
he discovered the Oedipus complex as the basis of the patriarchal 
family. He realized the vital importance of his own family for the 
development of his conscious and unconscious personality. 

Sigmund Freud considered the family as the background out of 
which the individual and his unconscious emerge. He remained, 
especially in his technique, largely individual-directed. The par 
tient’s family was considered as reflections or shadows on the 
Screen of the patient’s associations. On that sereen, the family 
members became vivid and important and played dominant roles 
in the drama of the unconscious. 

Freud gave us the analysis of the Oedipus complex, which eon- 
stitutes the nucleus of the individual’s introjected original family. 
He enlarged the importance and meaning of the Oedipus complex 
to explain the collective unconscious and he described the social, 
cultural and religious development of mankind as a reprojection 
of the internalized family. Only later did Freud write contributions 
which contain important direct observations of the family, its 
pathology and perhaps its treatment, 

Most of the papers in this later group originated at the time 
when Freud was oceupied with the analysis and treatment of Little 
Hans (1909). Freud made active use of the family setting in the 


P * Assistant Clinical Professor of Psychiatry, University of Southern Cali- 
ornia. 


90 


ANALYTIC FAMILY THERAPY 91 


treatment of this case. He had seen his little patient only once and 
used the patient’s father as therapist. 

In his work, Two Lies Told by Children (1913), Freud clearly 
foreshadowed what Adelaide Johnson and Stanislaus Szurek later 
developed into an important factor in the understanding of the 
unconscious communication between parents and their neurotic or 
delinquent children. Freud bluntly stated that children tell lies 
in imitation of their parents. 

In his introduction to Otto Rank’s, The Myth of the Birth of 
the Hero, Freud speaks of the many children who repeat the myths, 
deseribed by Rank, in their fantasies and daydreams. Here Freud 
introduced the term and concept of ‘The Family Romance.”’ In 
this most important contribution, Sigmund Freud considered the 
liberation from the family and from the authority of the parents 
as the decisive task in the maturation of the individual. Here the 
neurotic fails. In this paper, Freud laid the cornerstone for analytic 
family therapy as it is now developing. 

Not before 1936 did we hear much in psychoanalytic literature 
about family treatment as we now understand it. In that year, the 
Ninth International Congress of Psychoanalysis took as its topie, 
“The Family Neurosis and the Neurotie Family.”’ The speakers 
discussed the complementary neuroses of married partners and 
their analytic treatment. None of these papers has been published 
in full, and the abstracts written by Rene Spitz were limited to 
short clinical observations. Today, we can only guess why the 


Congress, almost without warning, took this topie for its delibera- 


tion. The speakers were probably motivated by their frustrated 
therapeutie zeal. 


CLARENCE P. OBERNDORF AND THE PIONEERS 


The generally accepted attitude of psychoanalysts toward analy- 
tie family treatment was explicitly stated by Edward Glover in 


The Technique of Psychoanalysis (1955). From replies to a ques- 
tionnaire sent to selected Members of the International Psycho- 
analytic Association, he concluded that all analysts “see members 
of the family most unwillingly.” With few exceptions, interviews 
are arranged with the knowledge of the patient. The majority 


voted against one therapist analyzing members of the same family, 
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at least, not at the same time. A minority would analyze them at 
different times, although some of these said definitely not a husband 
and wife. Only three of them found it practieal.to analyze the 
husband and wife concurrently. 

One of these exceptions must have been Clarence P. Oberndorf 
who, in 1934 and again later, described his experience with the 
concurrent analysis of married couples. The difficulties in trans- 
ference and countertransference developments were hardly men- 
tioned by him. The analysis, so he says, can be conducted completely 
separately, with the couple having only one thing in common—that 
their analyst was satisfactory. 

The change in the therapeutic attitude of analysts toward the 
problems of the family neurosis was motivated by the influence of 
the child analysts. Free, intelligent and courageous statements 
came from Dorothy Burlingham. She doubted whether a separa- 
tion of therapists in the child’s family is practical or even possible. 
There will always be contact. The analyst must be aware of the 
difficulties which the transference relations may cause when he 
sees the mother of his child patient. Even if a child analyst tries 
to limit himself only to getting information from the mother and 
tries to avoid analytic interpretations, the mother still receives 
them. When the analyst gives the child effective interpretation, 
the mother is bound to hear about it and to be influenced. Sometimes 
it even seems as if the child is used for therapeutic communication, 
and directly or indirectly, a kind of analysis of the mother a8 
started. As so often has happened in the history of psychoanalys!s, 
Dorothy Burlingham recognized that a change was taking place 
rather than that she actually introduced such changes. She gives 
an example of masterful, diplomatic, tentative formulation and 
Seems to treat the listener with the same consideration she treats 
resistive parents of her child patients, This procedure is highly 
instructive for anyone who wishes to discuss variations of analyti¢ 
technique. Her work was paralleled and deepened by Adelaide 
Johnson and Stanislaus Szurek who emphasized the unconscious 
but intensive communication between parents and children. Es- 
pecially with delinquent children, no hope for their treatment can 
be held out unless the therapy is planned to interrupt the vicious 
cycle of parents who act out unconscious needs with children. 
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Clarence Oberndorf’s report of 15 years ago was followed by a 
long silence in the literature. Bela Mittelmann broke the silence 
to report about his experiences in analyzing the partners of neu- 
rotie marriages.* According to him, the main advantage to the 
concurrent analysis of married couples is a more complete picture 
of the reality, with better insight into the complementary reactions 
of the two individuals undergoing analysis. At all times Bela Mittel- 
mann tried to remain impartial, not necessarily neutral. Contra- 
indications are when either mate demands information about the 
other from the therapist, if the marriage seems doomed to failure 
or when one of the partners shows signs of paranoid developments. 
Treatment of married couples by the same analyst makes the reality 
of the neurotie interaction more concrete. Without such insight, 


according to Bela Mittelmann, the individual and combined neuroses 


may prove resistant to all therapeutic efforts. More recently, Peter 
“Stereoscopic Tech- 


Martin and H. Waldo Bird described their 
vations and 


nique” which consists in frequent exchange of obser 
q 


opinions among the therapists who are engaged in the analysis of 


members of the same family. yia ` 
It would be relatively easy for the analytic critic to argue certain 


points in the work of Mittelmann, Martin and Bird. It could be 
said that reality is not so terribly important, but that insight into 
the unconscious of the patient is all important. To me, this objection 
is formalistic. The authors may talk of such insight into reality. 
What they actually mean and do concerns insight into the interac- 
tion between the unconscious of two people. There is no doubt that 
the stereoscopic technique offers the possibility of ending trans- 
ference-countertransference duels between different therapists 
working with the same family. ; : l 
Recently, Alexander Thomas made an interesting observation 
concerning the concurrent psychotherapy of husband and wife. He 
tends to de-emphasize interpretation of the transference neurosis 
and is inclined to give priority of interpretation to the clinical 
aspects of the marriage neurosis. Therapeutic attention is shifted 
from the patient-therapist relationship to the family relationship. 


ficant to me that the man who specialized in this form 


+J always signi 
A A ud name of «í Mittel Mann.’’ 


of treatment has the pro 
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Tue BEGINNING INTEGRATION OF THE INTERDISCIPLINARY APPROACH 


During the last 10 years, the time became ripe to open the doors 
of communication a little wider to an interdisciplinary approach to 
the understanding of the family and its treatment. Psychiatrists, 
sociologists, anthropologists, social workers, psychoanalysts and 
psychotherapists pooled their opinions and experience. 

In August of 1954, a remarkable survey was made by the Group 
for the Advancement of Psychiatry, written, to a large extent, by 
John Spiegel. Since we mainly want to report here the progress of 
analytic family treatment, much of the work done in different 
disciplines, be it practical clinical work or research, will not he 
mentioned. I do not give the complete picture but focus my survey 
of the literature on certain therapeutic-analytiec issues. F 

The main influence of the G.A.P. report can be summarized in 
one sentence. Formerly, a psychiatrist (or psychotherapist) could 
not afford to consider the family; now he cannot afford to neglect 
the family. The report emphasized, among many other things, the 
work by Eric Erickson and Weston LaBarre. 


THE INFLUENCE or ANALYTIC Group PSYCHOTHERAPY 


It is natural to expect that the rapidly growing group psycho- 
therapy movement should influence analytic psychotherapy of the 
family. The group therapeutic situation is such a striking repetition 
of the family setting that clinical experience in one field must 
influence the allied fields, Members of the group form multiple 
transference relationships. The repetition of the family scene aaa 
be studied quite vividly. When whole families were taken into 
group psychotherapy it was found that each family member re- 
enacted, within the therapeutic group, his behavior as he habitually 
displayed it in the primary family. 

Occasionally, married couples have been taken into the same 
group. Opinions about the efficacy of these techniques cannot as 
yet be evaluated. Married couples like to join hands and form a 
defensive alliance against all outsiders. However, as we shall see, 
this is by no means always the case. 


One of the most dramatic re-enactments of the family setting 
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is Moreno’s experimentations with psychodrama. The patient plays 
himself in his present or past on the stage. The therapist and group 
members take roles representing aspects of the patient’s character 
structure as formed by introjected members of his original family. 
This approach was tried with married couples and, recently, chil- 
dren of these couples were introduced onto the stage. In these 
daring experiments of family therapy, the entire family may gain 
insight into the interrelated transference reactions. Married part- 
ners form a special kind of group patients because they are neither 
single nor do they form a group; they are neither together nor 
are they strangers. The interlocking in their intimate living to- 
gether has become part of their lives and has become indispens- 
able for their welfare. It is often indicated that they be treated 
as an ensemble while, at other times, they have to be treated sep- 
arately. 

Don Jackson has applied group psychotherapy to the families 
of schizophrenics and opens new insight into the unconscious re- 
lationship between the parents and their schizophrenic offspring. 

James Jackson and I came from individual directed therapy 
into group directed analytic psychotherapy. In our experimentation 


“here we considered the marriage neurosis 


we arrived at a stage W 3 
and the family constellation as an integral part of the therapy. We 


began to shift emphasis from the individual to the family. We may 
use the family members and their presence in the group to activate 
conflicts, to loosen resistance or, if necessary, temporarily to upset 
the family equilibrium in order to facilitate the analysis ofa thera- 
peutie stalemate. We try to develop a therapeutic form that is not 
individual directed, as most group therapy is today, but which is 
family directed. , 
In one of our first reports, we described the concurrent psycho- 
therapy of a latent schizophrenic and his wife. We explained in 
detail how the mother-child marriage neurosis determined the strue- 
ture of the transference neurosis. The husband, who was the pri- 
mary patient, was able to defeat the purposes of his treatment by 
not entering a workable transference relationship until his wife, 
as a result of her therapy, discontinued her mothering behavior. 
We continued to search for treatment methods to cope with the 
marriage neurosis when it threatens to cause a stalemate of therapy. 
In two subsequent papers, we recommended and described the 
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temporary introduction of the marriage partner into the patient’s 
therapy group as a solution to this problem. : 

In the first instance, the patient gratified his hostility to his 
mother figures in his marriage. In his treatment, he acted out his 
hostility to his father as a defense against passive, homosexual 
strivings. His therapy was at an impasse. The patient’s wife was 
brought into his therapy group as a temporary visitor and her 
presence recreated the original family constellation, with his wife 
as mother and the group and therapist as father. The patient 
entered a triangular transference relationship in which the thera- 
pist and the group became the good father to be pleased in rivalry 
with the wife as mother. Through this shift, a workable transference 
relationship was established and his hostility toward his wife and 
his homosexual impulses could be made conscious. His defeating 
behavior toward the group and the therapist was effectively inter- 
preted and his treatment proceeded satisfactorily. r 

In the second case, the patient recreated in her marriage neurosis 
the original passive dependent relationship with her mother. Her 
husband played the role of the feeding mother and she the nursing 
infant. Because she gratified these needs in her marriage, she did 
not enter into a workable transference relationship in her therapy 
but was able to act out the fantasy that sooner or later the group 
and the therapist would play the same role to her as her husband. 
She was able to entrench herself in an oral dependent transference 
neurosis and to defeat the purposes of therapy until her husband 
was temporarily introduced into her group as a patient. The group 
and the therapist became an intruding figure into her exclusive, 
possessive relationship with her husband as mother. The couple 
used their marriage neurosis as a resistance against the intrusion 
by the therapist. When the marriage neurosis was effectively in- 
terpreted, as acted out in the group, and related to the primary 
patient’s transference neurosis, the defensive use of the marriage 
neurosis could be interpreted and, from there, further integration 
and progress could be accomplished. 

Therapists have consistently found that the routine treatment 
of husbands and wives in the same group is not effective. The 
reason 18 probably a quickly formed alliance of the partners to 
defend their threatened marriage neurosis. However, when the 
marriage partner is introduced into the patient’s therapy group 
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in the manner described under the proper circumstances and with 
careful timing, the beneficial results can be startling. 


Tar New Era or Anatytic FAMILY THERAPY 


Analytic family therapy was highlighted in Neurotic Interaction 
in Marriage, edited by Victor Eisenstein. The structure, psycho- 
dynamics, pathology and treatment of marriage needed psycho- 
analytie attention, description, and interpretation. The thesis of 
the book is clear. Course and outcome of a marriage are determined 
by the emotional difficulties of each partner and by the way the 
two personalities interact. 

Lawrence Kubie, in his contribution, concluded that the funda- 
mental challenge confronting the therapist of today is to find the 
way to give his patients the ability to distinguish between their 
conscious and attainable goals and their unconscious and unattain- 
able goals. The most frequent unconscious purpose of a marriage is 
to find a partner who represents a parent, may it be father or 
mother. People cannot ‘‘marry themselves out of their neurosis’? 
as they expect. But Kubie quite specifically stated that it is unwise 
for the same analyst to conduct the analyses of two married part- 


ners concurrently. In the same book, Victor H. Rosen gives some 


very important insights into the equilibrium of marriage. 


The introduction of the analyst into the previously closed, inti- 
mate family circle is an important event. It penctrates relationships 
which the marriage partners have managed to keep hidden from 
each other and from themselves. The transference problems of the 
untreated marital partner are little considered in psychoanalytic 
literature, and probably in analytic technique. Direct or indirect 
communication with the analyst takes place, forming triangular 
or polygonal situations. The analyst may be viewed as a rival or 
as an ally. He may be considered to be impotent or omnipotent, 
a punitive or depriving figure. He may be idealized and the need 
for his admiration may be emphasized. Psychoanalysis can tilt the 
family equilibrium in either a favorable or unfavorable direc- 
tion. 

Quite generally, the family tends to be the most accessible stage 

t of the transference phenomena. The most 


for the re-enactmen' 
dramatic changes in family equilibrium are observed in cases in 
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which acting out is a significant defense. People may act out toward 
the analyst, toward the outside world and on the stage of the family 
setting. The interpretation of family relations may offer important 
insight to the primary patient. There is an increased understanding 
of the other members of the family by the patient, and the inter- 
action of neuroses is clarified. For this purpose, occasional con- 
sultations are helpful. 


Tae ESSENTIALS or THE THERAPEUTIC Process IN ANALYTIC 
FAMILY THERAPY: A Summary 


The marriage and the family are based on interaction of une 
conscious relations; the marriage neurosis and the neurotic family 
are constructed on neurotic interaction. In both, the infantile past 
is re-enacted in the present. In this definition, the similarities be- 
tween the analytic-therapeutie situation and the family relationship 
become visible. The essence of psychoanalysis is the interpretation 
of these transference relations, which form marriage and family 
as a way of life. Both situations are formed by a transference of 
early, infantile unconscious trends from the past to the present. 
In psychoanalysis, this transference is used for interpretation, 
insight, lifting of repression and final integration. In the marriage 
and family situation, this transfer of the infantile past into the 
living present is mainly used for satisfaction, adjustment, working 
through and a kind of maturation which differs from the analyti¢ 
way of gaining insight and working through. $ 

In the neurotic marriage or family, the infantile situation 1$ 
repeated but not resolved, making further maturation difficult oF 
impossible so that the pathologie relationship continues in repet!- 
tive, circular movements. Under favorable circumstances, life ex- 
perience may lead to maturation, but it may not lead to lifting of 
repression and so to new integration and freedom from neurosis- 


Peeuliarly enough, people may mature without shedding thei” 
neurotic defenses, 


We are looking for a therapy which combines maturation initi- 


ated by the analytic process with opportunities for progress aS 
offered by a marriage or in family life. We need a therapy which 
influences the complementary neurosis of the marriage partner 0” 
the family members. Until recently, this was left to chance and it 
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was hoped that the marriage should continue where psychoanalysis 
left off, or it was hoped the family would benefit from psychoana- 
lytic treatment of one of its members as best as could be managed. 
Analytic family therapy tries to systematize such relations and 
such situations in order to utilize them rationally, scientifically and 
analytically. We have seen that all trends in the fields of psycho- 
analysis, psychotherapy, group psychotherapy, child psychotherapy 
and psychiatry point in this direction. All these trends could be 
incorporated by the analytically oriented therapist because of the 
general shift in psychoanalytic orientation from id to ego psy- 
chology. This shift of emphasis leads to increasing activity on the 
part of the therapist. 

The treatment of a marriage neurosis can begin at different 
times during the course of psychotherapy. It may be started at 
the initial period of diagnosis and planning treatment. Family 
psychotherapy, as we have seen it, can lead to the participation 
of the partner in the form of oceasional interviews or regular ses- 
sions. This may be conducted by separate therapists, or the inter- 
view may remain in the hands of the same therapist. The trend 
growing out of experience shows that if the countertransference 
of the central therapist is well balanced after his own analysis, 
concurrent or simultaneous treatment of family members may be 
entrusted into the hands of one therapist. ; 

Experience has further shown the enormous and perhaps in- 
surmountable difficulties of communication between therapists. 
Even if they are friends, where mutual trust and confidence pre- 
vents cross transference difficulties, the situation still threatens to 
become unmanageable. The complexities of human relationship and 
the essentials of psychotherapy are just made too difficult to allow 
further complications as we see them when therapists try to com- 
municate details of psychotherapy. Perhaps it is possible that 
several therapists can put their efforts in the hands of one super- 
visor who himself has no direct relationship to the patients but 
only to the different therapists. Naturally, a certain degree of 
communication is always possible between analysts. 

A special situation exists in psychoanalyisis proper when the 
timing of the interviews with the partner of the primary patient 
may cause an important shift of the transference situation. This 
may be helpful as a stimulation for the patient and for the thera- 
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pist. If not properly timed, it may be fatal to the free unfolding 
of the transference neurosis. n 

The last word on the advisability of taking married couples into 
analysis by the same analyst has not been said. Attempts to do so 
must be considered as permissible analytic experimentation in order 
to increase the efficiency of analytic technique. I do not see any 
special reason to analyze marriage partners concurrently. The 
marginal interviews of the secondary patient should suffice. If his 
neurosis is severe enough to demand analysis, transfer to another 
analyst is probably advisable. The situation is different when the 
partner of the marriage neurosis is taken into analysis after the 
termination of the primary patient’s analysis. 

Analytic family therapy aims at the timing and correlation of 
progress by one member with other members in the family. To 
avoid the high waves of transference difficulties and the cross cur- 
rents and ups and downs, the partners should not start simultane- 
ously. The progress, timing, the degree of insight and integration 
is better served when the partners of one family start treatment at 
different times. 

The guiding principle in all analytic therapy is that the patients 
should re-experience their conflicts in a transference situation to 
the therapist and to understand the unconscious motives after 
resistance has been interpreted. Therapy is not supposed to repeat 
the traumatic experience, but to integrate the experience properly- 
The conflict is now being re-enacted between a therapist and a 
patient, no longer between a parent and a child. The therapist 1S 
supposed to respond to the needs of the patients in a way which 
leads to insight, lifting of repression and new integration. This may 
be done by verbal interpretation; it also may be done by an emo- 
tional experience which is implied in any transference situation. 
These feelings should be known by the therapist himself through 
his own- analysis, and are usually summarized under the concept 
of countertransference, His consciously applied technique should 
not be necessary to control his countertransference feelings which 
should be free and spontaneous and should assist his empathy and 
intuition. Conscious control applies only to the degree the thera- 
pist feels he may or may not show feelings of countertransference 


in order to help the patient in his experience of the analytie-thera- 
peutie situation. 
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We begin to see that acting out is not always a form of resistance 
but often a more active part of working through. Furthermore, we 
begin to realize that the giving of advice may, by no means, simply 
be classified as directive, supportive therapy. The giving of advice 
is frequently another form of interpretation in disguise. There are 
transitions between working through and acting out, between giv- 
ing advice and interpretation. There is also a transition between 


the neurosis of the individual and the neurosis of the family. This 


has great and important implications for a therapy which is not 
the individual but is also aimed 


always or exclusively directed at 
at the family neurosis. 

Manipulation can be useful, especially in the family setting, as 
another form of interpretation. As such, it is aimed at overcoming 
a resistance by interpretation, even if this interpretation is dis- 
guised advice. It aims at gaining insight and lifting repressions 
which may lead to new integration. We may choose not to call this 
psychoanalysis but to classify it within the framework of psycho- 


analytic psychotherapy. 


During recent years we have seen increasing activity in analytic 


therapy. We have seen a great field of therapeutic interaction 
where transference and countertransference overlap. We now see, 
with increasing clarity, that more than two people are involved 
in the analytic process. With the growing awareness of the inter- 
disciplinary approach, we realize that modifications of technique 
do not come exclusively from the intimate milieu of pschoanalysis 
but also from the fields of group psychotherapy and psychodrama. 
It is likely that the future will bring radical changes to the 
family. To help in the adjustment to these changes, we need a new 
e experience and wisdom of the 


kind of therapist who combines th r 
old fashioned family physician with the skill and knowledge of a 


psychoanalyst. We are trying to develop a family therapy and a 
family therapist. 
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THE PSYCHOANALYTIC APPROACH TO 
THE FAMILY 


By NATHAN W. ACKERMAN, M.D.* 


Ar THE PRESENT STAGE of development of behavior theory 

a critical re-examination of the psychoanalytic approach to the 
dynamics of the family entity is a timely undertaking. The impetus 
for such an effort derives from several pertinent considerations. 
Although the family is assigned an important place in psycho- 
analytie ideology as the shaper and maker of personality, psycho- 


analytic theory has thus far, in fact, dealt mainly with isolated 


parts of the family phenomenon, rather than with the family as a 
lytic history, the understand- 


whole. In the sixty years of psychoana 
ing of the psychodynamiecs of the family as a unit has grown sub- 
stantially. In Freud’s early publications at the turn of the century, 
the family is envisaged in relatively static terms. Today, in con- 
trast, we are impressed with the critical instability of family 
patterns, and the sensitive way in which these echo the impact of 
the contemporary socio-cultural revolution. The recognition of 
this impact raises a whole new set of problems with regard to the 
role of the family in personality development and social adaptation. 
The more recent conceptual trends in ego psychology, in the adap- 
tational view of personality, in social science and in the theory 
of communication demand a rethinking of the basie question of 
the relations of individual and family behavior. 

Psychoanalysis as a body of theory contains within it a profound 
riddle concerning the relations of individual development and 
family belongingness as they evolve in time. This riddle is dramati- 
cally reflected in the perpetuation of a fundamental dilemma in 
conceptualization. How far is personality individual and how far 
is it familial or social? How far does personality unfold auton- 
omously from within, and how far is it influenced from without? 
How far does it tend to move outward and forward, and how far 
does it move inward and backward? In essence, this is the riddle 
of the inner and outer face of personality, the mystery of the 
relations of subject and object. How far are they joined, and how 


far are they separate? 
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A clear and valid solution to this problem still escapes us. We 
must search further in the reciprocal processes of integration and 
individuation in the natural history of family life. To facilitate 
this search, it is useful to view the family as an integrated behavior 
system, and formulate the dynamics of individual development and 
family development within a unitary conceptual scheme. 

In Freudian theory the salient points of reference are the un- 
conscious, the instinets, the three-pronged structure of personality, 
id, ego and super-ego, the genetic development of personality and 
its basic conditioning in early life, and finally, the influence of 
family. Of all these, least clear and most equivocal is the role of 
family and social environment. A reassessment of the family phe- 
nomenon requires us to give explicit recognition to the historical 
inadequacies of the psychoanalytic conceptualization of family. 

Freudian theory endeavors to explain the behavior of the adult 
on the basis of the child who preceded the adult. The child is father 
to the man. But this hypothesis is by itself an insufficient frame- 
work for tracing the path of transition from the experiences of the 
family of childhood to the experiences of the family of adulthood. 
Freud disclosed with uncanny clarity how man falsifies his per- 
ceptual image of family, but he did not elucidate with parallel 
accuracy how man assimiliates and uses the correctly perceived 
experiences, the realities of family interaction. His primary focus 
was, understandably, on the pathologie twists, not on the health 
of family relationships. His image of love as a positive, healthy 
foree in family life was incomplete. So, too, was his view of the 
interaction and merging of old and new experiences. To this ex- 
tent the Freudian theoretic system is deficient in its illumination 
of the forward moving, creative phase of personality development. 
_ Close study of the evolution of Freudian thought reveals an 
interesting feature: On the one hand, the tentative, groping, par- 
tialized quality of its exploration of the mechanisms of mind en- 
couraged a rich, fertile growth of hypotheses; on the other hand, 
it created a chronie dilemma in conceptualization, a kind of am- 
biguity and indecision, a form of splitting within the theory itself. 
While emphasizing the role of the family in the molding of the 
child’s Personality, Freud gave priority to inborn instincts. He 
dwelt heavily on the permanent patterning of personality in the 
first years of life, but reduced the importance of the later levels 
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of social participation. He dramatized the biologic core of man, 
while diminishing the role of society. He gave primacy to irra- 
tional, unconscious mental processes, while underrating man’s 
powers of reason. He pointed to parents as the epitome of all social 
influence, yet paradoxically played down the social factor in the 
causation of states of illness and health. The salient emphasis was 
on the projection of irrational, anxiety-ridden phantasy ; the inter- 
personal reality of the contemporary group environment was largely 
bypassed. 

Freud’s writings show preference for man’s inner mind. While 
not by any means ignoring the environment, he subordinated his 
concern for reality and postponed systematic investigation of the 
relations of individual and group. This trend is clearly reflected in 
the exposition of the relations of child and parent. The parent is 
the object of the child’s inner mental life, but the parent as a 
dynamic element in family and community process is not ex- 
plored. Freud described the child as a polymorphous perverse little 
animal. The parent personified reality and the restraints of society. 


The child was conceived as a pleasure-bent anarchist, the parent 
ends to the ethos of family life 


as anti-pleasure. This picture | 
a sacrificial, duty-bound concep- 


something of a puritanical tinge, r : 
tion of the role of parent, a view of the child as a pleasure-driven 


animal, subhuman, antisocial. In terms of basic life values, it is as 
if parent and child were locked in battle. They are enemies, each 
exacting sacrifice of the other, or at best achieving an uneasy truce. 
How valid is this perspective? Must we not raise here some critical 
doubts? Is it really so that what satisfies the child hurts the parent 
and vice-versa? Is sacrifice the core of parent-child relations? ; 
Freud visualized brilliantly how it is that man becomes emotion- 
ally blind and repeats over and over the same human errors, how 
he re-enacts in adulthood the irrationalities of his childhood, and 
thus becomes impervious to new experience. But, I repeat, how is 
it at the other pole that he learns and grows? What is healthy 
development ? . ; 
Freud conceptually opposed parent and child somewhat in the 
same way that he opposed reality and pleasure and culture and 
personal freedom. He saw vividly the oppositional aspect of these 
relations, but not the joining. This he seems to have understood 
less well. It is surely not inevitable that parent and child, reality 
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and pleasure, culture and personal freedom are inalterably opposed. 
Nor is it that old and new experience need always be incompatible. 
Under conditions of health each may be the true complement of 
the other. 

In Freud’s conceptual picture there is a measure of obscuration 
of one phase of the problem, love as a positive force in family 
relations, a mutually enhancing experience which provides the 
impetus to social learning. It is the joining of man and wife, and 
parent and child in the fulfillment of love within the realities of 
family life that spurs learning, According to Ian Suttie, Freud had 
a “grudge against mothers and a mind blindness for love. He con- 
centrated on father and sex to the exclusion of mother and love.”’ 

The Freudian ideology highlights trends to fixation and regres- 
sion; it emphasizes the inertia of emotional development. But it does 
not disclose the secrets of the forward movement of personality, the 
capacity to learn, the element of creativity in human development. 
Freud, creative giant that he was, confessed his sense of failure 
and futility in trying to find an explanation for creativity. By his 
own admission, he could not understand the creative gift of the 
artist. Was this perhaps Freud’s blind spot? 

Freud’s perspective Suggests an ambivalent view of society. It 
appears as if he were for the individual and against culture. Culture 
and personal freedom were incompatible. Man pays a severe penalty , 
he believed, for whatever benefits he derived from civilization. With 
inevitable irony he expressed his wonder as to whether civilization 
was worth the price. Might we imagine that he meant family, too? 
If so, was he not raising the most impossible of all questions. Is life 
itself worth living? Freud’s pessimism was active, not passive. He 
maged the realities of life mainly as a source of danger and pal, 
but unavoidable. At best, we might resign ourselves, to the disillu- 
Sloning sadness of it, 

Freud’s concepts were tinged in some part by his grey mood, 
and his distaste for external reality. His theory disassociated the 
internal mental processes from the social environment. It gave 
Priority to the individual, while neglecting the group. It viewed 
social force and reality as a contamination. It interpreted culture 
as a projection of man’s biologie drives. It dichotomized biologie 
and social, conscious and unconscious, pleasure and pain, reality 
and fantasy. The chemistry of learning, however, compounds these 
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elements. This historically determined one-sided emphasis on the 
individual and the inside of the mind, remarkably fruitful though 
it was, complicated the task of conceptualizing the interrelations 
of the individual and family process. In this respect, psychoanalytic 
theory is incomplete. It is lacking in a positive healthy image of 
family relations; it does not elucidate learning and creative develop- 
ment. 

It is a strange paradox that despite the psychoanalytic axiom that 
the emotional fate of the individual rests on his family experience, 
there have been thus far so few direct studies of the family group as 
an integrated psychologie unit. Parts of the family have been in- 
tensely illuminated, but even these parts only in certain directions. 
And the elusive mystery of still other parts persists. In designing 
the Oedipal theory, Freud tended to isolate parent-child relations 
from the totality of the family phenomenon; the Oedipal myth is 
the story of a broken family. He depicted the parent’s influence on 
the child, but not the child’s influence on the parent, nor the 
parents’ influence on one another. The vector of his thinking moved 
mainly from the inside of the mind to the outside. He did not vis- 
ualize a two directional influence, from outside inward as well as 
from inside outward. Unsupported by present day knowledge of 
the role of culture in molding family constellations, he tended to 
stereotype the roles of father, mother and child. He arbitrarily as- 
signed to the man the dominant role, subordinated the woman, and 
imaged her as an inferior version of the man. He made the long 
conceptual leap from family of childhood to the family of adult- 
hood, while omitting systematic study of the crucial transitional 
phase of the family of adolescence. He overlooked the stabilizing 
influence of family on the emotional life of the adult. 

The one early psychoanalytic text which attempts to deal with the 
family as a whole is Fliigel’s Psychoanalysis of the Karay It is 
hardly surprising to find here a deep imprint of Freud’s own bias 
toward the entity of family—a large emphasis on the unconscious, 
irrational aspects of family relations, ambivalence, hate, guilt, 
incest, castration, ete. Perhaps even more revealing is the echo of 
Freud’s pessimism toward the civilizing processes of family life. 
“The competition that exists between. members of the same family 
is almost bound to engender some Beste at a “Oedipal 
jealousy is impossible to prevent altogether.” . . . “Al that can 
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be reasonably hoped for is that the degree of jealousy may be 
held in check by feelings of affection.” . . . ‘‘Still less perhaps can 
parents expect to avoid altogether the arousal of hatred due to 
causes other than jealousy.” . . . ‘‘The desires of the child con- 
flict too much with the comfort of the parents and with the estab- 
lished usages of society to be allowed free play.’? . . . ‘‘The indi- 
vidual inevitably sacrifices himself in becoming a parent.’’ “‘Fliigel 
quotes George Bernard Shaw to the effect that children are neces- 
sarily and unavoidably a nuisance to grown-up persons. They are 
an ever present menace to the comfort and tranquility of adult 
life. A 

Here we see prominently displayed the theme of sacrifice in 
parent-child relations. The parent fears being exploited and en- 
slaved by his child. But this is only one side of the equation. There 
is surely the twin danger of the parent exploiting the child. In 
highlighting the exploitive aspect of parent-child relations, Fligel 
fails to distinguish between healthy and unhealthy family patterns. 
He docs not deal with the family as a psychic whole; nor does he 
interrelate unconscious mental processes to the realities of family 
life. 

This historically influenced point of view, separating the unreal 
from the real, unconscious from conscious, and past from present 
left its mark on psychoanalytic therapeutic technique. Child-parent 
patterns are the core of transference phenomena. But in therapy 
transference processes are often not matehed against the realities 
of contemporary family processes, Classical analysts pursue Freud’s 
dictum that phantasies and dreams are the royal road to the uncon- 
scious. They often express the conviction that it is unessential t0 
know the realities of the social environment. To the contrary; 
believe that an accurate understanding of the unconscious and 0 
transference is possible only as these dynamics are matched not 
only to the realities of the analyst’s person but also to the conscious 
organization of the patient’s experience, the total integrative pat- 
terns of personality and the prevailing interpersonal realities 0 
contemporary family life. 

The usual approach of the psychoanalyst to the phenomena of 
family life has been indirect rather than direct. It is still common 
practice for analysts to refuse to interview other family members 0? 
the premise that this would interfere with the conduct of the pa- 
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tient’s analysis. This means that the analyst is solely dependent for 
information concerning family experience on the emotionally biased 
views of his individual patient. Traditionally the analyst detects 
the distorted perceptions of the patient in the processes of trans- 
ference, but his evaluation of disparity between real and unreal is 
unaided by objective knowledge of family interaction. Thus, the 
reality testing powers of the analyst are handicapped. The tradi- 
tional custom of the psychoanalyst, to avoid interviewing other 
family members lest this complicate his relations with his patient, 
needs to be re-examined for its dynamic implications. 

Several relevant considerations must be carefully weighed: Is it 
correct to regard the day by day emotional interactions of a patient 
with his family as complications in the task of analytic therapy, or 
are they of the essence? Insofar as these processes are regarded as 
complications, they surely cannot be excluded from the private rela- 
tion of analyst with his patient. They are carried with the patient 
into his analytie experience, and asserted most rigorously. They are 
not magically erased by the analyst’s determined isolation of him- 
self from the patient’s family. Complications they may be, but they 
are clearly of the essence as well. The analyst who rigidly disre- 
gards other family members courts trouble. He may throw the con- 
tinuity of the course of therapy into jeopardy. If he treats a wife 
and refuses to interview her husband, he should not be surprised 
if his bill remains unpaid. If he appears to strengthen the aggres- 
sion of one partner against the other, he will sometimes be accused 
of being a homebreaker, causing divorce, or inducing a breakdown 
in the untreated partner. There is no safety in ritual avoidance of 
other family members. In the relations of individual and family, 
there is a mutuality of misperception that parallels the patient's 
transference misperceptions of the analyst. If the analyst interviews 
his patient together with other family members, he achieves a tre- 
mendous gain in his reality-testing capacity. Contact with family 
need not complicate the therapy of the primary patient. The issue 
is rather how contact is made and how appropriately it is used. 

In classical technique the analyst has available to him the 
patient’s image of self, his image of his family members, his image 
of the analyst; the analyst also has available his image of self and 
his image of the patient. But he has no dependable, accurate image 
of the patient’s family members or of their image of the patient. 
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Were he to observe the two-way emotional interchange of patient 
and family, he would then be in a position to match his perception 
of the patient and his family relationships, not only against the 
patient’s perceptions, but also against the family member’s per- 
ception of the patient. 

Psychoanalysis is believed to be the only specific therapy for 
neuroses. And it is generally agreed that the main determinants 
of neuroses are social, that is, essentially familial in origin. In the 
psychoanalytic therapy of neuroses there have been notable suc- 
cesses and also dramatic failures. It is of some value to focus special 
attention on the failures insofar as they may shed light on relevant 
processes in the patient’s contemporary family life. : 

It is assumed that psychoanalytic therapy corrects the patient's 
twisted perceptions of the family of his childhood and that, as these 
are modified toward reality, he will catch up with an accurate plt- 
ture of the family relationships of his adult life. In classical analytic 
processes, the role of present realities is temporarily subordinated. 
This is the matrix for the unfolding of transference neurosis. For 
a period, the unreality of transference achieves not merely a posl- 
tion of prominence but one of dominance. Ultimately and by sue 
cessive stages, the irrational content of transference is worked 
through and matched against the realities of the analytic relation- 
ship. The real qualities of the analyst’s person are not revealed until 
the later stages. Thus, the check with reality is delayed. This the- 
oretic framework implies that the realities of present family rela- 
tionships will wait until the patient catches up with himself and 
achieves a realistic definition of his contemporary family problems. 
This theory provides the rationale for the principle of postponement 
of crucial life decisions during analysis. ' 

But decision-making is of the essence of life. It means action. 
Action is the core of aliveness. Without decision, there is no action, 
no movement; there can be no life. Is there not a magic delusion 
involved in the idea that time and life can be stopped in their tracks 
while the patient prepares himself emotionally to deal realistically 
with his contemporary problems? E 

Perhaps, ideally, classical psychoanalytic technique works best 12 
a group environment that is stable, fixed, definable and predictable. 
But where do we find this is in our present day community? We 
don’t; we find the opposite. What happens in analytic therapy 
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when the group environment and the relations of individual and 
group are unstable, discontinuous, difficult to define and predict? 
Since the structure of society and family is undergoing revolu- 
tionary change and is profoundly different today from what it was 
at the turn of the century, perhaps it is in order to rethink the 
role of transference in psychotherapy. Under conditions of radical 
social change and imminent external danger like those in Nazi Ger- 
many, it proved virtually impossible to do psychoanalytic therapy 
(Robert Fleiss, 1939). Perhaps in the turbulence of present day 
society we are approaching a similar condition. 

The agitation in the patterns of human relations in our day is 
echoed in the character disorders that are now so universally the 
psychoanalyst’s problem. Intrinsic to the dynamics of character 
disorder are the contagion and sharing of the experience of patho- 
genic conflict. Character disorders do not exist alone; they func- 
tion in pairs and threesomes. For every person suffering from a 
character disorder there are one or more partners who share in the 


problem. In such persons, the defenses that come into prominence 
are projection, substitution of aggression for anxiety, magic think- 


ing, isolation and acting out. The implementation of such defenses, 
particularly ‘‘acting out”? calls for the complicity of a partner. 
Character disorders are a social as well as an individual phenom- 
enon, Mutual and complementary “acting out”? is a frequent pat- 


tern in contemporary family patterns. 

The analyst’s ability to help a patient move toward recovery 
through interpretation of transference and resistance and his ability 
to define the clash of real and unreal may fail if neither patient 


nor analyst possesses an accurate picture of the relevant interper- 
sonal realities, In the analytic situation, the analyst is presumed 
to embody these realities within his own person. The patient is ex- 
pected to get well as he gradually perceives, stage by stage, the 
contradictions between his transference image of the analyst and 
what the analyst really represents. But the analyst personifies not 
only the reality of his own persons he must epitomize the realities 
of the patient’s current interpersonal environment as well. It is 
obligatory, therefore, that the analyst have an accurate picture of 
the patient’s family life and other significant group involvements. 
Otherwise, the analytic therapy will flounder. The challenge is not 
only to interpret the inappropriate transference expectations but 
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also to enable the patient to accept, understand and use something 
that is new and different, i.e., to learn from experience. 

We know that the neuroses of various family members reinforce 
one another through family contagion. The traditional procedure 
of referring neurotically involved members of the patient’s family 
to other analysts for therapy is a relatively feeble device for anne 
proving the emotional health of family relationships, for empirical 
experience reveals that the technique of individual analytic treat- 
ment for each neurotic family member by separate analysts often 
fails to ameliorate the pathologie interactions of the family. 

Still another unsolved problem in psychoanalytic therapy 18 that 
which derives from certain forms of resistance to change in the 
patient, this resistance being continually fortified by his emotional 
position in his family. Sometimes the individual, emotionally speak- 
ing, is the virtual prisoner of an unhealthy extrafamilial role, for 
example, in a submissive relationship with a tyrannical employe™ 
If so, generally, he is also bound to a similarly unhealthy family 
role. It is the family pattern that imprisons him to the job role. 
Subjectively the patient may feel protected in this role and yet be 
harmed by it. Although the security in the role is illusory, the 
patient clings to it because it symbolizes parental protection. In 
order to change, he must gamble; he must trade something he 
already knows for a way of life he does not yet know. The patient 
holds tenaciously to what seems familiar and safe, and the analyst 
is unable to wrench him loose. y 

When we view this problem in the context of current family 
relationships it becomes clear that, at least in some instances, it 18 
not possible to achieve the cure of one person without simultaneously 
altering his family system. The emotional inertia of the individual 
partly expresses the inertia of the family group within whieh he 
functions. We recognize this principle very well in the case of child 
patients in whom, to effect cure, we undertake to treat family 48 
well as child. But we are less prone to give recognition to analogous 
processes in the group life of the adult patient. 

It is easy to recognize in this picture a familiar phenomenon, 
to which the psychoanalyst gives the name “secondary emotional 
gain.” This term implies a kind of compromise formation in which 
a patient consoles himself for the suffering and impediment of his 
neurosis with situational advantages. He exploits his neurotie dis- 
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ability for purposes of winning attention, protection, or special 
favors, avoiding responsibility, or wreaking vengeance on parent 
figures. The patient attempts in this way to ease the stress and pain 
of his present position in the group. In effect, he demands a special 
bribe from those around him as compensation for his submission 
to a special role in which he feels cheated of a full reward. This 
bribe is supposed to assuage his anger. The phenomenon of second- 
ary gain is thus linked to a patient’s neurotic willingness to be 
tied to a failing role; while his family supports and compensates 
him in this role, it does not permit him to escape it. 

This problem poses a special difficulty in psychoanalytic therapy. 
The obstacles in the way of separating the patient from a neuroti- 
cally sick, failing family role and the associated secondary emo- 
tional gain often prove formidable. The psychoanalyst’s position is 
weak if he cannot lessen the family’s support of these patterns of 
secondary gain, as well as treat the individual patient. In the his- 
torical development of psychoanalytic theory, the processes of sec- 
ondary gain have been conceived as relatively peripheral and not 
significantly tied to the fate of central conflicts. Because the 
phenomena of secondary gain are a vital link between individual 
and group, perhaps secondary gain should be reassessed as to its 
significance for ego integration and social role adaptation. 

The lesson to be drawn is clear. The autonomy of the individual 
is relative, not absolute. The characteristics of an individual are 
predictable only within a concrete situation. | The individual is 
personally responsible for his conduct only within certain limits. 
It is a sheer impossibility, at times, for an individual to buck his 
group all by himself. To aceept change or be motivated toward it, 
he requires the group to change along with him. This makes it neces- 
sary to consider the family as a subject for therapy, as well as the 
individual member. Surely, there are individuals with an irrepres- 
sible urge to change and grow, regardless of the inertia of the sur- 
rounding group, but these are the exceptional persons. Most people 
change only as they can induce the group to change with them. 

Still another unsolved problem in analytic therapy is the influ- 
ence that the changed behavior in the patient produces on those 
family members who share his everyday life. As the patient changes, 
he affects the behavior of other members of this family; similarly 
as they change, the nature of their change further affects the 
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patient. The process is circular. It is incumbent on the analyst, 
therefore, to know accurately the patient’s contemporary family 
environment. F 
These considerations are of direct relevance to clinical judg- 
ments as to which cases are treatable and which untreatable. Some 
cases are deemed to be untreatable precisely because the individual 
is appraised in isolation from his involvement in the family group: 
The resistance to the acceptance of therapy or the fixity of tha 
neurotic patterns of motivation are not adequately examined within 
the frame of the patient’s family role involvement and the path- 
ology of the family group itself. If these questions are examine 
more thoroughly, it is likely that different judgments may be 
reached as to whether psychoanalytic therapy will be hopeful oF 
hopeless. ne 
In many instances, the emotional preparation for the initiation 
of psychotherapy proves to be inadequate because the efforts ang 
directed exclusively to a single individual in isolation. In actuality, 
something often needs to be done to modify the emotional ae 
of the entire family group. At the very least, certain warped he 
relationships, in which the patient’s conflicts are locked, need Fy 
be altered before such a patient can be properly receptive to th 
influence of psychoanalytic therapy. f 
The same problems reveal themselves another way in the psy e 
analysis of children. By tradition, child psychoanalysts work miny 
or exclusively with their individual child patient. The inapprop™ : 
attitudes of the mother toward these patients are judged to be th 
product of the mother’s personal neurosis. The child analyst under- 
takes therapy of the child patient, and where necessary, the mother 
is referred for therapy of her neurosis to another analyst- More 
rarely, the same child analyst may choose also to treat the mother. 
In the main, however, child analysts have no contact with the, 
family as a group. They make no direct observations of the dis- 
turbed patterns of interaction that characterize the family aS a 
unit. In other words, child analysts have little direct informatio" 
concerning the realities of family life. A short time ago, I asked 
such an analyst if she treated the mothers of her child patients. Het 
reply was: ‘‘Oh, heavens, nol’? 
In general, the classical method of child analysis is less fre- 
quently employed, but the practice of child psychotherapy, com- 


THE PSYCHOANALYTIC APPROACH TO THE FAMILY 117 


bining treatment of child and parent and oriented pointedly to 
the realities of family, has increased by leaps and bounds. It is of 
great interest to ask why child analysis is in danger of turning 
fossil, and why there is more and more child psychotherapy. I be- 
lieve the single most important reason is not the alleged incon- 
veniences of child analytic practice, as many have said, but rather 
that the classical technique often fails to produce a cure. To what- 
ever extent child analysis cuts itself away from the realities of 
group interaction in family life, it is doomed to die. Any form of 
child therapy, if it is to be successful, must surely avoid isolation 
from a parallel program for dealing with the mental health prob- 
lems of the family group. In the future of child analysis systematic 
study of family process must surely grow in importance. 

I have become increasingly skeptical of traditional clichés and 
stereotyped formulations regarding the psychodynamic relations of 
child and family. Such conceptions as Oedipus conflict, seduction, 
inconsistent discipline, overprotection, overindulgence, and narcis- 
sistic exploitation of the child can in no way be adequately under- 
stood unless the interaction processes of the family, as well as the 
personalities of each member, are subjected to systematic study. It 
has become erystal clear, for example, that such a trend as parental 
seduction of the child is an empty phrase unless it is explored fully 
in terms of the sexual maladjustment between the parents with 
the associated patterns of conflict and emotional alienation. Re- 
jection has become a hackneyed term. It is often used to cover a 
real ignorance of the history of the child’s sense of betrayal by the 
parent. Where there is rejection, it needs to be qualified in terms of 
its intensity, its form of expression, its relative specificity for the 
given child, the role of the rejecting motive in the economy of the 
mother’s personality and the role of the rejecting behavior in the 

. total psychosocial economy of the family life. 

At present, it is extremely difficult to implement the conceptual 
structure of child analysis in an integrated theory of child develop- 
ment and adaptation. Freud’s formulation of the psychosexual 
stages of the child’s development, valuable as it is in its own right, 
fails to provide a satisfactory scheme. A serious difficulty emerges 
from the tendency of this theory to dissociate the biologie and social 
components of behavior. When a psychoanalyst characterizes a per- 
son according to his psychosexual make-up, oral, anal or genital, 
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his term generally carries a dual connotation: (1) a specific level 
of instinctual organization, (2) an implied level of ego maturation 
or total personality organization related to the dominant patterns 
of instinctual drive. This twofold meaning is ambiguous and con- 
fusing. The reference to a presumed level of personality integration 
is vague and ill defined, and the dynamic relations of biologic drive 
to personality organization and to the dominant modes of social 
adaptation are not clearly communicated. To say this is by 1° 
means to discount the value of the psychosexual concept but merely 
to point to some of its present day limitations. g 

The validity of current theories regarding the emotional relations 
of child and family rests to a large extent on empiric wisdom 
deriving largely from psychotherapeutie experience. Such formula- 
tions depend mainly on the acuity and skill of the individual clini- 
cian. Truly amazing sometimes is the astuteness of the peychistt 
clinician in drawing cogent, useful and, within limits, reliabl? 
dynamic interpretations. But, the fact remains that such cone a 
sions are usually fragmentary and selective. Beyond the sphere F 
a few central correlations, the interpretations of the mere 
interaction of child and family become progressively vague ae 
eventually reach the point of mere conjecture. In the end, such i 
situation becomes critical and makes it impossible to judge whic 
dynamice interpretations are right and which wrong. 

In relation to the child patient, the main emphasis in such formu- 
lations has been on the correlation of specifie types of child reat- 
tion with specific parental attitudes: rejection, inconsistency ° 
discipline, overindulgence, overprotection, and the relation of spe 
cific body behavior in the child, oral, anal, genital, ete., to specific 
anxieties in the parent. This is a presumed correspondence between 
unconscious wishes in the parents and overt actions in the child, or 
between particular parental attitudes and conflicted unconscious 
needs in the child. Some correlations are made to the child’s striv- 
ing for the exclusive possession of the mother’s love and fear of 
the punishing, rivalrous parent. Finally, conflict in the child iS 
related to conflict between the parents. Clearly, such correlations 
are partial. They hypothesize a relation between a piece of the 
child and a piece of the parent. This piece of the child (usually 
a set of conflicted unconscious needs) is not defined in its prope? 
relation to the whole child, or to the full breadth of the parental 
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relationship or to the psychosocial configuration of the family as 
a whole. The determinants of parental role functioning are multiple. 
They derive partly from individual personality, but are otherwise 
influenced by the parent’s interaction with the child, the other 
parent, the family group and the community. In addition, parental 
behavior, in accordance with these multiple influences, may undergo 
significant shifts at different stages of the development of the child 
and family. In this sense, the traditional correlations of child and 
parental behavior are inadequate. 

In a lecture here in 1954, Anna Freud * emphasized the inevitable 
role of frustration and conflict in the emotional development of the 
child. She pointed out that the child must always experience some 
‘delay and rationing’’ in the satisfaction of its needs; this is the 
background for the continuing struggle between pleasure and pain. 
Of historical importance was her pointed assertion that in the search 
for the causes of neurotic development in the child, the early em- 
phasis on the father as the authority figure and as the source of the 
Castration threat gave way to increasing recognition of the impor- 
tance of the mother as the parent who disciplines through the power 
of deprivation. There was a strong backward push in time from a 
first emphasis on Oedipal conflict as the core of neurosis to a more 
recent and sharper emphasis on pre-Oedipal conflict, from the father 
who denies sexual pleasure to the child to the mother who denies 


the child oral satisfaction. Whatever the level of conflict, it is the 
seen pleasure and renunciation. 


ego that mediates the struggle betw l 4 
According to Anna Freud, the ego takes its cue from the environ- 


ment. 
But here, curiously enough, she stops- Although she states that 
, tinuously rejecting, some inter- 


there are some mothers who are con : ; 
mittently rejecting, some who reject the child for accidental reasons 
g 


and some whose very devotion is inter preted by the child as rejec- 
tion, she goes no further in interrelating the emerging ego functions 
oF dhe okfia iar thersodiäl pattérng oF the family as a Wbola, She 
makes the point, however, that the child reacts with anxiety both 
to the parent who is punitive and to the parent who is permissive. 
Th other vonis aiid requires parental control to feel protected ; 

/ and inseeure. Obviously, then, op- 


Without it, he feels abandoned 
* ANNA FREUD: Psychoanalysis and education, N. Y. Academy of Medicine, 


May 5, 1954. 
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timal child-rearing involves a modicum of satisfaction of basic 
needs, some inevitable frustrations, and an appropriate quality 
of social control exercised through the authority of the parent. 

But, under what conditions does control mean protection to the 
child, and under what conditions does it become a threat? This is 
the very heart of the matter, and it hinges on the connotations of 
Anna Freud’s statement that the child’s ego takes its cue from the 
environment. It is generally recognized that control is experienced 
by the child as protection if the child’s basic needs are understood 
and reasonably satisfied by the parents. Problems of discipline can 
be understood only as they are joined to the basie experience D 
security and family relations. If this is not the case, the child 
perceives control as a hostile assault and, by stages, becomes 1m- 
pervious to parental discipline. The central issue is how and by what 
processes the growing child internalizes the significant psychic con” 
tent of his family environment. What is the dynamic correlation 
of ego, super-ego, and the social interaction patterns of the family? 

In a quizzical though facetious mood, a South American analyst 
of some repute once raised this question. ‘‘Is psychoanalytic theory 
regressing? It seems always to go backward. First, it was the 
Oedipus conflict and castration fear; then came the theory ° 
aggression, anal sadism and the death instinct, now we revert to 
oral insecurity, oral deprivation. Which is right?’’ Clearly, no 0"° 
of these ideas provides a full answer. They are each of them partial 
theories. They are either all of them right or all of them wrons: 
depending on how we put them together into a unified view of the 
human being. 

Psychoanalytic concepts ushered in a revolution in personality 
theory. But these concepts evolved piecemeal. It is time to integrate 
them and design a broader frame of reference within which it is PO 
sible more effectively to conceptualize and treat a person’s disturb- 
ance within the matrix of his position in his primary group, the 
family. 

As I have suggested earlier, it is useful to view the family as a” 
integrated behavior system and place the dynamics ot indivi dual 
development and family development within a unitary conceptua 
scheme. In my book, The Psychodynamics of Family Life,* I offer 
a tentative theoretic framework for this Purpose. This is represented 


* ACKERMAN, N. W.: The Psychodynamies of F, 


ea amily Life; Di is and 
Treatment of Family Relationships. New York, Basi ily Life; Diagnosis a 


€ Books, Inc., 1958. 


THE PSYCHOANALYTIC APPROACH TO THE FAMILY 121 
in i i i i i 
the following diagram, a six pointed star in which one set of 


triangular variables is superimposed on another. 
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Fira. 1.—Scheme for family diagnosis. 


These are core concepts which attempt to answer for the dynamics 
of family process, the who and what of family life, and the resulting 
functional patterns of family relationships. They are an effort to 
Provide a theoretic framework within which it is possible to estab- 


lish more reliable correlations of individual and family behavior. 
ings, expectation and 


The concept of identity subsumes striv: 

values, The concept of stability involves (1) the continuity of iden- 
tity in time, (2) the control of conflict and (3) the capacity to 
change, learn and achieve further development, as paralleled by 
adaptability and complementarity in new role relationships. 

_ The concept of identity, refers to direction and content of striv- 
Ing, while stability refers to organization and expression of behavior 
an action. The full clarification of these concepts and their dynamic 
interrelations cannot be undertaken here. The present purpose is 
merely to indicate the urgency of the need for the development of 
a broader theoretic system within which one can encompass both the 


dynamics of individual and family group behavior. 


FAMILY INTERACTION, FAMILY HOMEOSTASIS 
AND SOME IMPLICATIONS FOR CONJOINT 
FAMILY PSYCHOTHERAPY * 


By Don D. Jackson, M.D.t 


In A PAPER ENTITLED The Question of Family Homeostasts 
presented at the 1954 annual meeting of the American Payti 
Association, I focused on the upset that can occur within a md 
when one of its members undergoes intensive psychotherapy. a 
then, I have continued to be interested in family interaction 0 
family psychotherapy and would like to describe a way of sale 
the family and some of the implications this system has for psy¢ he 
therapy. These ideas stem mainly from two years’ experience F 
seeing families in conjoint psychotherapy,” listening to tapes 0 
family interviews conducted by others, and occasionally amaya 
sound movies of familial interactions. Recently our group has ha : 
the opportunity of serving as observers during the conjoint terp A 
of families of delinquents.} This experience has provided some val ad 
able contrast data to our own studies which have been mainly €O! 
cerned with the families of schizophrenics. “ait 

Our approach to understanding family interaction stems ae 
certain biases. We favor communication theory because it len y 
itself to the descriptive study of tape recordings and sound gone 
It avoids the necessity of imputing affects to the subjects and ee 
outside observers more opportunity to see if the data warrant a 
conclusions.§ A second bias is our assumption that there is no zi 
caring’’; that is, the family member is only relatively independent, 

*From the Palo Alto Medical Research Foundation and the Palo a 
Medical Clinic. This work was supported in part by a research grant M- fan 
from the Public Health Service, and the ideas were devised from Ce eit 
with Gregory Bateson, Jay Haley and John Weakland. I use the term 


joi : rapy 
Joint’? because I know of no term extant to describe the kind of theraP: 


where one sees the parents, patient and possibly siblings as a group in ee 
therapy sessions, ‘‘ Family therapy’? generally refers to family oriente! cho- 
laborative psychotherapy where family members are seen in individual psy° 
therapy. stee, 

t Chairman, Department of Psychiatry, Palo Alto Medical Clinie; Tru 
Academy of Psychoanalysis, 1958-1959. 

t Courtesy of Dr. Charles Fulweiler, 

§ It is of interest that D 
Institute of Mental Health 


: ; wl 
ysinger, studying family interaction at the Nati 


T 
sm n ç OBER! 
à, came to a similar conclusion. (DyYSINGER, R 
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and whether he admits it or not, is continually responding to re- 
flected appraisals from others in his family. Third, along with 
Maier, Halstead, the Russells and others we feel that the charac- 
teristic of frustrated behavior is its stereotypy or compulsivity, 
whereas motivated behavior is characterized by flexibility. In the 
study of family interaction, stereotypy may be indicated by the 
absence of behavior in certain areas as well as by inexorable, in- 
flexible and characteristic transactions. Thus the absence of family 
arguments can be a pathologic sign, but to the superficial observer 
might be considered evidence of good adjustment. 


METHODOLOGY 


Given these biases there still remains the problem of how to 
collect data, what data to collect and how to process the data col- 
lected, Our approach has favored the group situation over collabora- 
tive data because although collaborative psychotherapy has estab- 
lished its worth, as a methodology for research it has certain seri- 
ous drawbacks: 


1. The most obvious is simply the flow of i 
the therapists’ relaying data, and therapists ten 
as to form coalitions with their particular patient. í 3 

2. In collaborative therapy, time sequences may be puzzling. Reactions in 
therapy may be of a linear nature; that is, from A to his therapist to B’s 
therapist, to B. But these may also be out of phase reactions like the song 
that says: «I Can’t Get Used To The You That Got Accustomed To Me.’’ 
In short, it is difficult for the therapists to know if A is reacting because B 
was hostile, or because B was so nice A couldn’t stand it! 

3. It is nearly impossible to introduce planned interventions for experi- 
mental reasons in collaborative therapy. If you wish to see what parameter A 
does to the family interaction you cannot drop it into the family pool and 
Study the ripples. There is the time problem already mentioned, and the fact 
that each therapist will drop a slightly different pebble in a slightly different 


manner, 

4. There is an economic aspect to collaborative thereapy which is not 
relevant here except as it pertains to the enormous difficulty in getting the 
therapists together to spend a significant amount of time going over their 


material, 


nformation. It is dependent upon 
d to react to each other as well 


the patient and his parents, or 


Seeing a married couple together, 
ely overcome the above 


the whole family as a group does not complet 


i The action dialogue in an intense relationship. Presented at the American 
SYchiatrie Association Annual Meeting, Chicago, Illinois, May 1957.) 
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objections to collaborative therapy, but does offer some advantages 
as a scientific tool. Suppose, for example, one wished to study the 
kind of transactions that result in a homeostatic shift in the family. 
It is possible to get the family to play a game while being filmed. 
The game might consist of each member, in turn, introducing an 
idea much as he would play a card. The next member can add to the 
idea, trump it, or play a different suit, as it were. The therapist for 
his turn introduces the idea: ‘‘who is the boss in this family ?’’ The 
response to this innocent question can be startling. One family ap- 
peared stunned, gazed uneasily at each other, and then the mother 
came through brilliantly with, ‘‘the cook!’’ a 
Although the therapist in conjoint therapy is on the scene an 
thus tends to correct the “‘time problem” of collaborative therapy: 
he has a huge problem in handling the manifold transferences an 
counter reactions. Recording or filming the sessions and supervision 
are important checks. Another possibility has been introduced bY 
Fulweiler.* He views the family interaction from behind a onewar 
mirror and steps into the room only to make an intervention ai 
interpretation. Unless you have observed this technique, it is a 4 
cult to picture how the therapist’s resolute detachment forces th 
family members to turn to each other. Our group plans to employ 
this technique, as well as having the therapist speak to the pee 
only via an intercom, and compare the experience with our presen 
method of having the therapist present during the sessions. 


Processine THE DATA 


the 


Once one has collected tapes or films or simply impressions t 


problem of what to do with the data arises. As a background a 
that I would like to emphasize that in studying the homeostati 
mechanisms of the family it is useful to make a distinction between 
variables and parameters. If a thermostat is set at 68 degrees pit 
are constant oscillations which turn the furnace on and oi p 
order to maintain a relatively steady state. The better the thermo 
stat, the wider the range of variables that can be handled witho” 
a new set being necessary. When the thermostat is moved ae 

degrees we have a new parameter and a new level of homeostas'® 

* Personal communication, 
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If the neighbors buy a new car there are apt to be oscillations in the 
family around the point of what it takes to make them happy. 
However, in some families such a variable may require a new 
parameter being introduced ; for example, the concept of how lovely 
it is not to be mercenary. It might seem that the introduction of a 
new parameter could be treated like a simple learning experience, 
that is, if we are frustrated by our own not having a new car we 
make up a rule that says we wouldn’t want one anyway. Actually 
new parameters are apt to be of the order of learning to learn. This 
is because in a family we do not have just a linear system where A 
affects B who affects C and so on; nor do we have merely circuits 
in which A affects B who is affected by Č which alignment aug- 
ments or diminishes A’s effects. Family interaction is a system in 
which A can also anticipate an effect on B, and this modifies his 
subsequent behavior; and B in turn modifies his response in antici- 
pation of what he thinks A anticipates. When C and perhaps some 
little Ds and Es are thrown into the picture one is faced with a 
problem that Univac is unprepared to handle. 3 š 
Many of you perhaps remember the game, t‘ paper, scissors and 
rock,” or one of its many modifications. Paper covers rock, rock 
breaks scissors and scissors cut paper. You are playing the game 
and about to make the sign for paper when you think, “My oppo- 
nent thinks I’m going to make paper so he’ll make a scissors. I Il 
fool him and make a rock.’’ Meanwhile your opponent 1s thinking, 
“He thinks that I think he’s going to make paper SO that he i 
make a rock and break my scissors SO therefore I’ll make paper. 


Tn such ith dedicated players there are no random 
«ngage ke Sern hat system his opponent 


moves. The dedicated player discerns W : 
will use in anticipation of such and such a move on his own part 


i i jci zhat changes his 
Ra i vel he anticipates what c 
, in addition, at a higher le natan aipe 


Opponent will make in response to having : 
such a game of two, one possibility for successful ig Sanna 
occurs when a player randomly varies his play ; that is, ignores p at 
the other is an opponent who changes his system of systems. his 


does n A ambit in the family unless one of the mem- 
a increase his independence to the 


bers has outsid i yhich 

e experiences wh : á 
Point that he ignores the moves of the other members. As : a a 
tion later, this is one possible explanation of why psychotherapy for 
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one member can upset the whole family. Or conversely, why eas 
in psychotherapy may be impossible for one member if the rest o 
the family is left out. z 
To return to the thermostat analogy, it is obvious that oscilla- 
tions can be measured in some kind of heat units, and that a a 
parameter can be detected by the clustering of oscillations ere 
a new point. In the family, because of the inexact state of eon 
science currently, we are faced with a variety of measures or on z 
Such units as anxiety, dependency processes, and role-playing — 
been utilized but it has seemed to us that they have oti ee 
some of which our own system avoids. The system we use might y 
labelled ‘‘control theory.’’ In essence, it is the belief that all Pa 
sons implicitly or explicitly are constantly attempting to define i 
nature of their relationships. ‘‘Control’’ in this sense does not ewe 
anything as simple as one individual explicitly telling another w = 
to do. Rather, it refers to the fact that every communication 
be seen as a report and a command, and the command may be ay 
a higher order of messages than the explicit message. Thus A F 
use a ‘‘one down” ploy to influence B to take care of him. B wou 3 
thus appear to be in control, but as far as A is concerned, he 
determining the nature of the situation. sation 
Evidence for the attempt to define the nature of the situa x 
can be inferred from the individual’s communications when conte®” 


£ 
ae é able 0 
verbal and nonverbal communications are all regarded as ge en 28 
modifying each other. Rather complex possibilities occur W «But, 


in a recent New Yorker cartoon, the boss says with a smile, 
Jones, I don’t want you to agree with me because I say He 
because you see it my way.” This is as confusing a ploy 4% 
mother who orders the child not to be so obedient. The commun o 
tive behavior that we view as an attempt to define the cane a 
the relationship consists of labelling a relationship or aspects pre 
relationship in one of two ways: complementary or sym” an 
A complementary relationship consists of one individual giving Jeo- 
the other receiving. In a complementary relationship the tyo p he 
ple are of unequal status in the sense that one appears to be “other 
superior position, meaning that he initiates action and the other 
appears to follow that action. Thus the two individuals fit toget e- 
or complement each other. The most obvious and basie comP 
mentary relationship would be the mother and infant. 


but 
the 
ica- 
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A symmetric relationship is one between two people who behave 
as if they have equal status. Each person exhibits the right to initiate 
action, criticize the other, offer advice and so on. This type of rela- 
tionship tends to become competitive; if one person mentions that 
he has succeeded in some endeavor the other person mentions that 
he has succeeded in an equally important endeavor. The individuals 
in such a relationship emphasize their equality or their symmetry 
with each other. The most obvious symmetric relationship is a 
pre-adolescent peer relationship. 

This simple division of relationship into two types applies to 


all two person systems. No relationship between two people will 
] circumstances. Mature relation- 


consistently be of one type in al 
ships, we label ‘‘parallel’’ since there are frequent complementary 
eal husband and wife rela- 


and symmetrie crossovers. In the id 
tionship each defines areas in which he determines the nature of 
the relationship, in which he typically behaves in a symmetrie or 
complementary manner. The determination of areas of control ob- 
viously are determined by cultural factors as well as by special skills 
such as the fact that the woman is the only one who can have a baby. 
In a pathologie relationship, we see rather than areas of control 
a constant sabotaging or refusing of the other’s attempts to define 
the relationship. The communication methods used to refuse, negate 


or sabotage the other’s attempt to define the nature of the rela- 
direct ‘‘no’’ to complex multi- 


tionship may range from a simple, 
level messages in which a covert denial is further obscured by 
itself being denied. This is the essence of the “double bind” situa- 
tion which our group has deseribed.* y 

A pathologic situation may also be evident because there is a 
direction in the two person system. Consider the following examples. 
The husband, in a culturally acceptable complementary maneuver 
says to his wife, ‘‘I’ll take you to a movie.’’ The wife (not accepting 
his benevolence) states, ‘‘There’s nothing good playing. The Kai 
band replies (mot accepting her denial of his benevolence), “ Are 
you sure? Where’s the newspaper ?” Whereupon the wife responds: 
“‘Besides I have a headache.’’ The husband running into a rather 
impervious ploy states, ‘‘Okay, I guess T'I watch some TV.” The 


. ” 
wife responds; ‘‘Fine. There is a program I wanted to see. 
LEY, J., and WEAKLAND, J. Toward a 


* Bateson, G., Jackson, D. D, Ha 
sii th i PE Behavioral Science, 1: 1, 1956. 


communication theory of schizophrenia. 
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We would expect in this situation where the wife increasingly 
appears to define the nature of the relationship, that the husband 
will resort increasingly to withdrawal techniques thus increasing 
the wife’s apparent control of the relationship. The relationship 
will thus exhibit a tendency, a direction rather than a healthy 
oscillation. 

Every child begins life in the secondary position of a comple- 
mentary relationship since someone must take care of him. However, 
as the child grows older, in the normal family situation he is en- 
couraged more and more to determine the nature of his ow? 
activity, and ultimately he is able to behave with his parents as one 
equal to another. From the moment the child is old enough tO 
“assert himself” he begins to learn to make symmetric maneuvers. 
When he insists on walking by himself or tying his own shoes he 1 
learning to act with others in a symmetric way. In the normal situ- 
ation his parents let him behave in this way. They are willing ite 
encourage him to tie his own shoes, and they are willing to tie his 
Shoes for him if he requests a complementary maneuver on their 
part. Within a general framework of taking care of their child, the 


elations with other people. 
aneuvers in fantasy prior to the 
m in reality. Such practice often 
ample, the child may ride oD En 
r like a beast of burden who mus 
us the child assumes in play ie 
ry relationship. Of course, | 
ta horse and he can show this at any PO” 


care of him because this p that he should not maneuver her to er 
not accept the second iS provokes punishment. As an adult a ‘i ip- 
When ill he mi bti ary position in a complementary relations? n 
ni continuing his own activities and refus 
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to let anyone take care of him. Although he might be capable of 
competing with others, he would be unwilling to be dependent 
on others. Similarly, a child might be discouraged from learning to 
behave in a symmetrie way. If he behaved as an equal, for example, 
by trying to tie his own shoes, his mother might punish him by 
withdrawal, and the child learns that he must let her tie them for 
him. These problems are complicated by the fact that a child not 
only learns to respond. to his parents, but learns to use them as a 


model for how to respond. If a mother resents taking care of her 


child, the child will not only avoid requests that she take care of 
he should take care of 


him, but he has before him a model of how 
others, Because of that model, he might only be capable of resent- 
fully taking care of others, as well as being inhibited in letting 
others take care of him. 

Each individual in a relationship is constantly commenting on 
his definition of the relationship implicitly or explicitly. Every 
message exchanged (including silence) defines the relationship im- 
plicitly since it expresses the idea, «This is the sort of relationship 
where this sort of message may be given.” There are also relation- 
ship messages (or maneuvers, oF ploys) in which the purpose of the 
Message is to test the other’s acceptance of one’s definition of the 
relationship. The obvious relationship messages are requests, com- 
mands or suggestions but in a more important way relationship 
Messages can also consist of letting the other individual define the 
relationship. For example, one individual might act passively in 
order to force the other to take over. Such a ploy may not appear 
to be defining the relationship and thus may be acceptable to the 
other person, but the introduction of a new parameter may reveal 
the ploy and cause an upheaval. Thus a wife might behave in a 
helpless fashion and her husband accept the role of the strong one. 
However, if he takes to bed with a cold and she says, “‘I’d love to 
take care of you, dear, but I feel so terrible myself,”’ the horrible 
thought may intrude on the husband’s consciousness that ‘‘she’s 


been doing this to me right along.” 


CATEGORIES OF FAMILIES 


Since relationship messages are constantly being exchanged, it is 
n be characterized 


likely (within certain limits) that a family ca 
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by the maneuvers used. The extent to which relationship messages 
are implicit (e.g. symptoms of various kinds), explicit, commands, 
helpless or ‘‘one-down’? ploys, will vary from family to family. 
It is possible to classify families or relationships into four types 07 
the basis of the transactions used to define the nature of the relation- 
ship.* These four categories are: stable satisfactory, unstable satis- 
factory, stable unsatisfactory and unstable unsatisfactory. r 
These categories may be used to describe a phase of a relationship, 
a relationship that has perduring features or a family that shows 
a predominant trend. A couple may have an unstable omnes 
relationship until their first child, and by their third, have = 
down to a stable unsatisfactory existence. The range, or richness 0 
maneuvers, makes a certain amount of prediction possible as to i he 
relationship tendencies; however, fate, acts of God and one thing 
and another make accurate prediction unlikely. One of our families 
went through an unstable period with much overt battling betwee? 
father and mother until the father developed tuberculosis and was 
more or less out of the home for four years. After he returned the 
family situation jelled into a stable unsatisfactory state. A 
T would like briefly to describe each type of family and to empha 
ze that this description is temporal, and no attempt has been ma $ 
to relate these types to socio-economice classes. P 
A stable satisfactory relationship can be defined as one wher? 
both parties can explicitly reach agreement that one or the other 
is in control of the relationship or in control of areas within ‘the 
relationship. A person defined as being in control of the relation” 
ship is the one who initiates action, decides what action will he 
initiated or establishes what areas within the relationship shall a 
gontrolled by the other person. Note the emphasis on ‘“explicitlY- 
n this type of relationship, it is possible for each person to diseuss 
ail a lig Ne on the effect of the other person : 
: © stability is maintained by the possibility 


of reinstituting a stable state when the relationship becomes up 
stable through a disagreement, “Stable” does not mean an entirely 


si 


* Apology is made here for 
metric’? are mainly useful in describing two 
family, we can use two person terms since hal 
coalitions, disalliances, ete. ; however, a thr 
be far more appropriate. Unfortunately, 


the fact that ‘complementary’? and ‘‘8y™ 


Tson systems, In describing * 
ossible to talk about alliances 
ee or four person terminology wou! 
We have not yet developed it. 


it is p 
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smooth funetioning of the relationship and implies brief periods of 
instability. Further, it is not implied that discussing the relation- 
ship means psychiatrizing. The fact that one may comment on the 
relationship may mean that no comment is necessary. 

An unstable satisfactory relationship differs from the stable satis- 
factory relationship only in the length of the periods of instability. 
It oceurs when two people are working out their definition of the 
relationship during a time when internal or external forces are 
creating frequent unstable periods which are stabilized with diffi- 
culty. These periods occur frequently enough to make the relation- 
ship unstable, yet the stable periods are satisfactory to both parties. 

For example, mother and daughter may begin to reach an un- 
stable but satisfactory relationship when pubertal forces plus the 
behavior of her friends encourage the girl to seek more independ- 
ence and more adventures as a female rather than a child. The 
mother may at the same time feel reluctant to see her daughter grow- 
ing up, feel competitive as the daughter becomes a woman, or fear 
the criticism of her friends if her daughter doesn’t behave. The 
issue immediately becomes one of who is in control of the relation- 
ship as the daughter seeks to define it along the line of a relationship 
between two equal women and the mother tries to define it as a 
mother and child relationship. The girl may stay out too late on a 
date as a maneuver to show that she is defining the relationship in 
her way, and the mother may restrict the girl to the house for a 
week to prove that she is defining it in her way. The relationship 
can continue to be satisfactory only if mother and daughter ex- 
plicitly deal with the relationship and eventually reach compro- 
mises. Explicit, I must point out again, does not necessarily refer 
to verbal processes. In the example above, neither the mother nor 
the daughter need speak to each other about their definitions. They 
might interact with the father in such a way that he eventuates a 
set of apparently new rules that result in a compromise. 

The unstable satisfactory type of relationship is characteristic 
of any new or changed relationship since it must be progressively 
defined by the parties until a shared definition of the relationship 
is worked out. For example, a newly married couple must go 
through unstable but satisfactory periods in their relationship until 
the question of who is in charge of particular areas of the relation- 
Ship is agreed upon. The introduction of parameters like toilet 
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training and sexual intercourse into a relationship are bound to 
produce at least temporary instability. If the mother feels the 
child does it on the potty because she said to, and the child feels, 
“it’s my feces so I don’t mind doing what she says” then stability 
can return because areas have been agreed upon. It is quite another 
matter if the child feels vaguely that mother makes his bowels move. 

An unstable unsatisfactory relationship is one where no explicit 
or implicit agreement is reached upon the question of who 1s u 
control of the relationship or areas within it. It is characterized 
by the need to redefine the relationship the moment it becomes 
defined so that stable periods are brief, and unstable periods are 
long. The discussion that takes place between the parties is apt to 
be not at a relationship level, but at a level of details. Each party 
tends to take the behavior of the other party as a challenge at a 
relationship level without this ever being discussed. Maneuvers tO 
control the relationship are made with simultaneous denials that 
these are maneuvers. Often psychosomatie or hysterical symptoms 
are used as ways of defining the relationship since they are mes- 
sages which can be denied as messages. A wife may get a headache 
whenever she is-with her husband, yet both can discuss how W- 
fortunate it is that she has headaches. Having the headache may 
permit her to control an area of the husband’s behavior without 
any need to take explicit responsibility for defining the relation- 
ship. Thus, she can ask that he leave her alone because she has # 
headache rather than defining the relationship explicitly as 0° 
where she has the right to be alone if she wishes to be. k 

The unstable unsatisfactory relationship is often characterized 
by “‘helpless’? maneuvers to control the relationship. Neither pattY 
can say ‘‘T’m the boss,’’ nor can they say ‘You’re the boss.’” Thus 
transactions are apt to consist of complem 
are redefined as soon as they are accepte 
Or to put it another way, there is co 
well as alleged independency. 

The mother and daughter in this t 
quarrel about whether a blue dress is 
whether someone else is allowed to stay out until one o’elock instead 
of twelve. The quarrels would not explicitly deal with whether the 
mother has a right to define the limits of the daughter’s behavior 
or whether the daughter has the right to define her own limits. 


rentary manewvers wie 
d by the other individu’ 
mpetition over dependency 28 


ype of relationship might 
prettier than a pink one oF 
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The mother cannot let the daughter choose her time to come home 
because this would mean the daughter was boss in the relationship. 
Similarly, she cannot set a time for the daughter to come home 
and insist that her instructions be followed because this would 
mean that she was defining their relationship. The result is the 
setting of a time by the mother which the daughter either ignores, 
or complies with by indicating she was tired and wanted to come 
home anyway. Should the daughter truly comply, the mother 
would indicate concern over her submissiveness. In this type of 
relationship rebellion by the daughter might be handled by hurt 
and helpless maneuvers on the mother’s part so that the daughter 
constantly feels she must volunteer to do things which would please 
her mother. That is, she must initiate action in response to indirect 
commands by her mother, but since such actions appear to put . 
her in charge of the relationship they must be sabotaged by the 
mother, Neither mother nor daughter can overtly and explicitly 
lake responsibility for the action nor assume the initiative in setting 
the limits of the relationship. The relationship thus never becomes 
Stabilized because mother or daughter become panicked or hurt 
if discussion is threatened at the relationship level. 

We have been impressed by the virtual absence of completed 
transactions in the unstable unsatisfactory family. As soon as agree- 
ment is apparently reached by two members the issue is reopened 
either by the participants or a third party: 


In an interview with such a family, the mother arrived drunk in order to 
be able to tell the therapist that her daughter had to change her ways or leave 
home. The daughter, who had begun to define her relationship to her mother 
48 symmetric, stated she would be glad to leave home. The therapist tried 
to force father to state his opinion but he allowed mother to speak for him. 
The therapist then stated he had found a rather ideal place for the daughter 
to stay and perhaps she should move out of the house for awhile. The mother 
ended the session stating the therapist should find a place for her also because 


She was leaving her husband! 


A stable unsatisfactory relationship is one where the parties have 
agreed never to make an issue of who is in charge of the relationship 
nor of areas within it. Neither party dares signal dissatisfaction 
with the relationship nor dares recognize such signals from the 
other party. The relationship is stable in the sense that those prob- 
lems which might make it unstable are avoided, yet it is unsatis- 
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ne ; z, this 
since there is so little giving or MeCEIVINE ag wy she 
radian distant kind of relationship although the eo ibe 
it a make it appear to the outsider as more cy 
ia, Both Lidz * and ourselves + have mentioned ec creel 
months before the therapist sees the rae tes Coe a the par- 
particularly true because of the initial ‘unite Aone oan ies ea 
ents, or their ‘“‘pseudo mutuality” as Lyman Wy 
ave called it.t $ remen- 
eaa unsatisfactory relationship is pecan pie such 
dous inflexibility and compulsivity. Cultural and pee a outsidé 
as religious principles are important because they in ik ET 
authority and thus apparently free the family n arema 
who is determining the nature of the relationship. Ro i certain 
be stressed for much the same reason ; thus omen a a en may 
agreed upon rights and privileges that go with — aie Ma 
be gigantic distortions of ordinary social ag ge of vontact 
impersonalize the actions of the individual. The lack 
with people outside the family aids this process. ions when 
A problem arises for these families on the rare occasi ant axl 
they encounter a psychotherapist. In order to show ean in, each 
cohesion, the parents especially may apologize for, or exp a ma it 
other. In doing so they are making a symmetric minaren er 
may be rebuffed by the spouse. A mother, wanting to ee eee 
the father’s being away from home a great deal, but not he was 
to imply that it related to his feeling toward her, staten mar tahat 
a very hard worker, The father retorted that he didn’t wor 


at 

5 i ut wha 
hard”; thus giving the therapist an opening to inquire abo 

he did do with his time. 


John Weakland a 
stable unsatisfactory 
point when he had to 


post office job. The “ʻi 
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to define explicitly which should go in which pile. When a co-worker 
told him he looked ill, he realized he felt sick and went home. 

In our experience, the stable unsatisfactory family is difficult to 
get into therapy and nearly impossible to keep in therapy. If they 
produce a schizophrenic, current hospital practices in the handling 
of relatives protect them from coming under scrutiny, and the 
patient remains the patient. 


THE PsycHoTHERAPEUTIC APPROACH 


The three categories of families from which patients come; 
namely, unstable satisfactory, unstable unsatisfatory, and stable 
unsatisfactory present different problems in terms of optimum 
psychotherapeutie intervention. While no hard and fast rules 
obtain, since the dividing lines between these categories are arbi- 
trary, it does seem that an appraisal of the kind of family inter- 
action aids the therapist in planning his treatment. Thus a young 
schizophrenic from a stable unsatisfactory family probably could 
not recover while living at home if he were seen only in individual 
therapy, or if the family were seen only once a week. I would like 
to give an example or two of psychotherapeutic experiences with 
each category of families, while emphasizing that our knowledge 
of tailored techniques is very limited. 

The unstable satisfactory family. Obviously the most joyful re- 
Sults come from this group. If the spouses are seen together there 
is usually enough mutual regard between them to withstand some 
fairly straightforward intervention on the therapist’s part. The 
Presenting complaint can usually be traced to an event or happen- 
mg—a new parameter. Occasionally, it is as obvious as the couple 
Who felt they were in love until they made it legal. Sometimes it 
is a concatenation of events that crystallizes into a gestalt that the 
Psychiatrist can help clarify. 


A young man was sent to the psychiatrist by his wife because 
episodes of infidelity. It became apparent during the interview that (1) he had 
become successful recently after some years of working toward it in dubious 
battle; (2) his wife had recently had their third child, a boy, and the patient 
Was the third child in his family. The wife had a younger brother who was the 
favorite in her family and who was referred to as ‘ta juvenile delinquent’? ; 
(3) the wife was unbelievably naive or else she was pushing the patient toward 
his extracurricular activity; (4) the patient did all that one can do and still 


of three recent 
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manage to remain unaware of it in order to signal to his wife that he was 
being unfaithful. 

The patient was told to bring his wife to the next visit since his cure lay 
largely in her hands. This was done since it was obvious that she felt uae 
portant and also felt uninvolved in his sins in the typical manner of the injured 
party. Although she came initially with the attitude of “‘anything to help 
George get over this nasty business,’’ by the end of the second session she was 
able to accept the comment that her finger was also in this particular pie. They 
were seen altogether for only nine sessions with two follow-up visits and made 
remarkable progress. The brevity of the therapy was partly financial, and 
partly because of the amount of work they did together between sessions. 


I would say that the danger in the unstable satisfactory category 
es in overestimating the extent of family fracture and not utiliz- 
ng positive forces present. If one member is focused upon as the 
Sick individual, and if he is closeted away from the others with 
his private therapist and instructed not to blab about his therapy, 
the richness of the situation is largely ignored. A case in point was 
the subject of a recent paper.” It concerned a little girl with Pavor 
nocturnus who did not respond to therapy until the psychiatrist 
sot the whole family together and discovered that the real patient 
was an older sister who was calculatingly mean enough to be whis- 


ad horror stories into the little girl’s ears after the lights went 
out. 


li 
i 


Y psychoses of rather acute onset come 
ribly unsatisfactory things are for the 
be immediately apparent. This is because 
dictates that the sick one be remove 
he label helps keep other members from 
when the sick member returns home ani 
more apparent that he is the rotten apple 
After several bounces back into the hos- 
nstitutionalization to his difficulties, a? 


from this group. How ter 
family members need not 


ha: . . : 
illness oe am trying to say is that current mores regarding mente 
Y seriously complicate locating and diagnosing both the 
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unstable and the stable unsatisfactory families even though the 
former’s difficulties are much easier to ferret out than is the case 


with the stable unsatisfactory group. 

We have found in our limited experience with the unstable 
unsatisfactory families in conjoint therapy that the patient’s recov- 
ery poses a serious threat to the parents and occasionally to a 
sibling. We have seen, without any doubt, many patients who have 
sacrificed themselves and returned to the hospital rather than upset 
the family. 


Such an incident occurred in the therapy of a young woman who had improved 
during the family sessions and was to be released from the hospital. She came 
home for a trial visit prior to her release and the mother and father had a 
serious fight. The patient and the mother left and went to a nearby town. The 
patient called the father to let him know where they were, and he joined them 
and made up with the mother whereupon the patient tí misbehaved?’ and both 
parents joined in chastising her. At the next session the mother announced that 
the patient could not live at home and that she was becoming upset by having 
her around. It was interesting that during her description of the way the patient 
bothered her she used almost the exact words of the patient’s delusions in her 
initial breakdown. That is, she spoke of the patient sitting in her room alone 
thinking evil thoughts about the mother, spying on her, being full of hate, 
and so on. The patient’s initial delusions contained exactly similar references 
about the neighbors, The patient returned to the hospital, promptly threw a 
tray of food on the floor and was put in a locked ward and was given electro- 
shock therapy. The patient knew the hospital and her particular physician well 
enough to know that acting up was regarded as worthy of punishment. 


The unstable unsatisfactory family is a classic example of not 
being able to live with someone and not being able to live without 
them. Considering the terrible struggles that go on within the walls, 
It is surprising that so many of these families stick together. Some 
Investigators had hoped to demonstrate that schizophrenia comes 
from fractured families without taking sufficiently into account 
that clinging together can be @ particularly vicious malady. As 
Clausen and others have shown, the socio-economic group also plays 
a part in whether an unstable family continues to stick together 
or falls apart.* 

We feel we have been having some suceess in the treatment of 
these families. Our main focus has been on aiding the parents to 


* CLAUSEN, JoHN AND Konn, MELVIN: Parental authority behavior and 
Schizophrenia. Orthopsychiatry 26: 300, 1956. 
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realize how self depriving they are and thus to avoid the guilt and 
blame that are strewn about. It follows from our theory that we 
hope to enable them to make symmetrie maneuvers and this in turn 
will allow the patient to do the same. 


A husband was hinting that his wife relaxed in the afternoon by taking @ 
few drinks and was also covertly complaining that by the time he got home she 
Was no company at all. The therapist asked her if she was not offended by the 
husband’s delicacy in handling the topic whereupon the whole issue came out 
into the open. His light touch on a touchy topic was a maneuver defining the 
nature of their relationship and she would not accept it. 


Although in the few families we have treated, the mother has 
been the more dominant figure, it appears to be something of a 
relief for her if the therapist can help her husband to be more 
assertive. At some level, the mother recognizes her intense self- 


depriving ways and longs to be taken care of. This fact becomes 
the therapeutic toe hold, 


Our dealings with the stable unsatisfactory family have to date 


There are several such families at whom we 
ore currently chipping away but Movement; is very slow. The fam- 
ily is so aligned toward keeping the patient sick, and the patient 

l accept the role that therapists can easily 
despair. On the other hand, if some movement is made, it can be 
Sroup since the cardinal rule of such f amilies 
mment on the nature of the other’s behavior 
of symmetrical behavior. The following inci- 
tragically this fact: 


what I get for trying my best.’? Unfortu- 


i j the 
D; 
comment and sin Pression that the mother was accepting 


e 
with it. e end of the session nothing further was dom 

Early the followin i an 
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ahead. At this point the family decided that they could no longer afford our 
expert help and placed the patient in a state hospital. 


TuE RELEVANCE or COMMUNICATION THEORY AND Faminy 
HOMEOSTASIS FOR CONJOINT FAMILY THERAPY 


It is one of my private notions that the method of description 
presented above has practical uses for the psychotherapist inter- 
ested in the family. His appraisal of interfamily communication 
will help him establish how the patient got to be the patient, and 
how serious the consequences might be for other family members 
if the patient alone is treated. 

As the therapist notes the families’ communication behavior he 
should pay special attention to how messages are qualified or la- 
belled. Are messages labelled congruently; that is, the context, 
nonverbal communication ete. is appropriate to the message and 
does not deny, conceal or alter it but affirms the message. The most 
serious form of incongruent message has been described by our 
group as the double bind.” In this situation, two incongruent mes- 
Sages are accompanied by a prohibition against noting their incon- 
gruence. If no one in the family can deal with double bind state- 
ments, we would suspect serious pathology and would suspect that 
one member’s receiving psychotherapy might seriously upset the 
family since incongruences will become more apparent to him with 
the therapist’s help. i 
d A rather typical situation occurred in the family of a hospital- 
ized schizophrenic the session following one in which his mother 
urged him to participate in hospital activities. The patient an- 
nounced he was on the baseball team and that they were gomg to 
an air field some miles away to play a game. His mother beamingly 
replied, ‘Oh good, they’ll have doctors there too!” 

If one considers the context, which includes the mother’s instruc- 
tions the previous week, this is a deadly statement. Were the patient 
able, as he was not, to say, <‘Mother dear, how come you refer to 
doctors and my being sick just at the point I’m doing what you 
asked me to??? the mother would reaffirm her interest and love and 
the patient would realize he was a cur for doubting. However, the 
therapist can ask the mother (if he’s not too angry) if she notices 


* Op. cit., p. 300, 
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j he depth 
anything at all peculiar about her remark and can judge t: 
of her unawareness, 


thera- 
In families who tend toward incongruent — = ers 
pist can judge the effect of a symmetric maneuver; that is, 


i i uently. 
ing of the relationship statement that is not handled incongr 
For example: 


P is mother a 
The patient mentioned above once, appropriately poe ais aroi 
beautiful card on Mother’s Day. However, the card k m Frim to Me.?? 
its colorful surface, ‘For Someone Who Has Been Just Li ea a eD 
When he was confronted by her at the next therapy session, he, È menti 10 
make a simple, quiet, symmetric statement, “Look Ma, may a his parents’ 
sting you a little bit”; and, under the increasing presye ak aa BLA 
attack, stated the maneuver was linked to feeling she hadn’t iraausee A 
mother as she might have been. The cat being out of the bag ca ina ohana 
measures on mother’s part and she was up to them. By threateni hiie he 
ment, and with an assist from father, she soon had the patient it, he could 
didn % know what was on the card, he didn’t remember sending it, 


ch 
oe fg lant sue! 
obtain no other card, and there was a Communist inspired plot to p 
cards to get boys like himself into trouble. 

The forty-five 


Symmetric statem 
techniques cause 


P: hantly, 
even remember w] » and his mother replied triumph 
“Well, that’s 


s all I wanted to know! ”? 

As the patient improved, he be; 
his parents’ messages. Conformi 
schizophrenic families, 
in his responses not o 
between them, It is n 
is not wearing a fine 


gan to label the ease” 
ng to our experience — eae 
he began with the father.* The ER 
nly upset the parents, but produced a 
ot entirely safe to notice that the Emp 
new suit of clothes. 


Concuuston 


I have tried t monstrate a method of thinking about ee 
interaction and family therapy. The emphasis has been on t ience 
rather than on technique because we have had so little exper! 
that comments o 


o de 
f 


. 2 i ication): 
* Dr. Murray Bowen confirms this observation (personal communication) 
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peculiar pathologic sticking together that these families demon- 
strate can be used to keep them in therapy. Perhaps our therapy 
should be called homeopathie family therapy since we proceed on 
the notion that the particular communication devices the family 
uses can be in turn used against them for therapeutic purposes as 
in the homeopathic idea that ‘‘like cures like.”’ 
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THE INTRAFAMILIAL ENVIRONMENT OF 
THE SCHIZOPHRENIC PATIENT 


By STEPHEN FLECK, M.D., THEODORE LIDZ, M.D., 
ALICE CORNELISON, M.S.S., SARAH SCHAFER, M.A., 
DOROTHY TERRY, Ph.D.* 


INCESTUOUS AND HOMOSEXUAL PROBLEMS 


Tur CRITICAL IMPORT of incestuous problems in the onset, 
symptoms and therapeutic management of youthful schizophrenic 
patients studied and treated in the Yale Psychiatrie Institute has 
become increasingly apparent. We have come to anticipate the 
patient’s fear that incestuous impulses will overwhelm the ego 
leading to panic, further withdrawal or intensification of rigid 
defenses. Often the patient, particularly the male patient, will 
fluctuate between incestuous and homosexual concerns and fan- 
tasies. Several striking examples indicated that the patient’s in- 
cestuous preoccupations were based upon tangible difficulties in 
their relationships with their parents. We, therefore, turned to the 
sixteen schizophrenic patients whose intrafamilial milieu we have 
studied intensively to seek further clarification of the issue.’ In 


at least half of these patients, judging conservatively, incest prob- 
lems were critical. When the patient’s diffie 


We are not concer 
authors have noted as an oc 


wever, the incidence of incest in schizo- 
i of other pathologic events, rises when 
attention is focused on it, In another series of 17 consecutively 
admitted schizophrenic patients, pertinent inquiry only on ad- 
mission disclosed that 4 of these patients had had incestuous rela- 


phrenic patients, like that 
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tions. As far as we know actual parent-child incest did not occur 
in any of our cases, but a social class variable may be involved here 
as all our patients belong to the upper economic classes. On the 
other hand, we are not referring simply to personality distortions 
traceable to faulty resolution of Oedipal problems.! We are con- 
sidering here the continuation of incestuous wishes or strivings in 
late adolescence and adult life, or the regressive reappearance of 
such wishes coming into conscious conflict with the intense incest 
taboo. 

The area of interest may perhaps best be clarified by an illustra- 
tion. Bill H., a twenty year old schizophrenic youth with vagrant 
tendencies and grandiose delusions had, at the age of 11, lost his 
father, who had been a maternal, affectionate figure to him. He 
tried to convey his dilemma about being near his mother to his 
therapist approximately as follows: When his mother drinks too 
heavily she becomes softhearted, affectionate and unrestrained in 
contrast to her usual cold and preoccupied attitude. At these times 
Bill feels that she wants to engulf him, perhaps to eat him up, or 
she kisses him in a revolting sort of way. He becomes tight inside, 
experiencing an unbearable tension and must get away. He goes out 
for a walk, seeking relief. A feeling goes all through his body. He 
doesn’t ejaculate, but it’s a sexual feeling which like an orgasm 
reaches a pitch and becomes so unpleasant that it’s unbearable. 
Still, it would be a pleasant feeling, if directed toward a young and 
pretty girl. At such times he must exert extreme control because 
he feels that if he let himself go it would end in his having inter- 
course with his mother. When sober his mother acts like a stranger. 
He prefers this for he can then feel comfortable in her presence, 
but when he gets those sexual feelings he can’t stay near her. 

The occurrence of such incestuous preoccupations in schizo- 
phrenic patients has long been recognized and understood in such 
terms as a concomitant of the regression to an intense pre-Oedipal 
attachment to one parent or the other, or as evidence of a con- 
stitutional ego weakness with inability to cathect boundaries be- 
tween the self and others.17 We learn, however, from Bill’s older 
brother who is not psychotic that he too became very uneasy around 
his mother because of her seductive fondling and unmotherly kiss- 
ing, and that when he would seek to get away, or became angry 
with her because of her neglect of his invalided father, she would 
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seek to woo him back and pacify him by becoming oe 
amorous. The brother had been disturbed to find short ya ne 
was married that he would awaken from dreams and be ee pe 
whether he was in bed with his wife or his mother. none a 
example, the mother of another young man tells the Ta ms 
during her first interview, “He is not just part of a th oe 
all of my life. Why, when he became upset, I slept with ae 
like man and wife,’”’ there is reason to consider that we tei ue 
phrenie patient’s concerns with incest are based on more tha’ 
own regressive propensities or his restitutive efforts. MET 
Incestuous problems are not being presented as etiologic o i yei 
phrenia but as a focal issue in the patient’s faulty ego struc A 
and sexual identity which are related to the seriously distur 
family settings in which schizophrenic patients have Eom es 
Although incestuous problems are common among schizop eae 
patients, we do not know if they oceur in all ene age, s 
of course, conscious incestuous concerns can oceur in other ake 
of patients. However, Glueck 7 studying sex delinquents in a is 
found that those who had been involved in incest all belonge "9 
their most disturbed group labelled ‘‘schizo-adaptive,”’? and va 
berg 18 who surveyed 203 court cases involving incest coneluc w 
cannot exist without serious family disorganiza 
tion. The latter we have found in all the families of a 
patients we have studied. In our previous papers the Detect 
of the parents, the family disorganization, the transmission Ms 
irrationality and the origin of specific symptoms within the family 


. . i 0- 
have been discussed in relation to the development of schiz 
phrenia,* 12 


These 
lated for 
impli izophrenia ever since Freud’s 
ase ê seems to be intimately related to the 
mes they seem almost like two sides of the 
e simply indicate the nature of the relation- 
both are narcissistie problems in which love 


Someone like; the salf and love: of somaoné 
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state is to be anticipated i 


study of the Schreber c 
problem of incest; at ti 
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boundaries between the self and a parent, often a parent who also 
has poor ego boundaries and an uncertain sexual identity.1* 

The apparently intrapersonal conflict of the patient has been 
revealed as an intrafamilial problem in the form of aberrant or 
defective communication of the cultural taboos and mores the 
transmission of which depends on parental teaching and example, 
both verbal and nonverbal. While active seductive or incestuous 
interplay may be limited to one parent and one child the other 
members and especially the other parent participate at least by 
their passivity or denial, if in no other way. ** 18 

Flügel ë and Parsons ?* 1° have studied the family from a psycho- 
analytic orientation and both stress that a precarious balance exists 
between the erotic bonds essential to the cohesiveness of the nuclear 
family and the normal development of the children, as against 
incestuous impulses that are disorganizing for the family and its 
members. Thus, the de-erotization or at least de-sexualization of the 
child-parent attachment is one of the cardinal family functions. 
The fate of the Oedipal situation holds its central position in psy- 
chiatry because it is here, in particular, that the developing child 
traverses a knife edge with potential disaster on both sides. On the 
one side his development will be stunted and distorted unless he 
receives affectionate love—one might say, erotically motivated pa- 
rental love—during the pre-Oedipal periods. On the other side, the 
erotice quality of his attachment must gradually be frustrated and 
the child-parent love freed of sexuality in preparation for develop- 
ments of the latency period. We do not consider this process to 
depend on biologic subsidence of erotic drives, but on the child’s 
finding a reasonably conflict-free place in the family, with his 
position in relation to both parents established and his identity as 
a childhood member of his sex accepted. When a parent, particu- 
larly the mother, needs to gain affectional and erotie satisfaction 
predominantly from the parent-child relationship rather than from 
the marital relationship and promotes uncontrolled erotization of 
the bond to the child, the essential frustration of the child required 
for satisfactory resolution of the Oedipal relationships cannot occur. 

Other serious deficiencies in the essential family structure and 
in the filling of the paternal and maternal roles also open the way 
for incestuous tendencies. In particular, marked violations in the 
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boundaries between the generations will disrupt the pire a 
structure that holds incestuous trends in check, as when aia wale 
is more of a child than a spouse to the other parent, or a E 
a child, or when a child is used as an emotional T nse nn 
spouse as noted above. Other failures of parents to fi nahn a 
tial roles can also court trouble, for instance when P in 
cold and unyielding, thus pushing a daughter toward e outs 
or when the father is passive and ineffectual and ms fails to on dif. 
a repressive force against a son’s Oedipal wishes. ones pried 
ferences between parents when each seeks to undereut the on 
and win the child away from the spouse can permit the Pa ae 
feel that he is more important to one parent or the other ee 
the spouse.!° When one or both parents are psychotic or ecg 
schizophrenic, the parent may have difficulty in CFE 7 
ego boundaries between himself and the child, and the chi Fa 
gression from narcissistic love to object love is impeded be his 
of the diffculty in differentiating the parent’s needs from 
own." As all of these circumstances are prominent findings ie 
families of schizophrenic patients, one might anticipate that p 
failures of factors essential to the resolution or the repression A 
Oedipal strivings would lead to incestuous trends in schizophrenl 

patients. When incestuous impulses remain or become more or less 
conscious they upset the balance of the family, because such pre- 
occupations on the part of one usually entail awareness of them 
on the part of one or more other family members, and they conflict, 
of course, with the strong cultural taboo. 

Synopses of the pertin 
ilies will be presented 
provide the basis for fu 

Peter P., an identica 
year in college when a 


ent interaction in two representative fam- 
next to document these problems and to 
rther discussion : a 
l twin, was hospitalized during his junior 
wide variety of ritualistic efforts at self 
functioning and he believed that a former 
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These boys had been brought up in a strange family atmosphere 
which was dominated by their highly eccentric mother. Their birth 
had been the mother’s ultimate triumph over her own fraternal 
twin sister who had been greatly preferred by their parents. Mrs. P. 
knew that her twins were geniuses when they were born, and con- 
centrated her efforts on fostering the flowering of their genius by 
avoiding any repression or delimitation and succeeded in cultivat- 
ing delinquency. The twins were taught in flagrant fashion that 
they were all-important to their mother, and that their father was 
a dull man who could be disregarded. Mr. P. and the older brother 
were relegated to inferior positions in the family. An extremely 
dependent man, Mr. P. accepted his role with only occasional out- 
bursts of violence when the twins were small. One such struggle 
threatened to disrupt the family when the twins were 9. The crisis 
had been precipitated by the twins’ delinquent behavior, but Mr. P. 
capitulated, and left decisions to be made by his wife and the twins. 
At about the same time, he suffered a minor skin infection, was 
labeled ‘‘unclean’”’ by his wife, banished from her room, and there- 
after permitted to use only the basement lavatory. Mrs. P. clearly 
lived out her phallic fantasies through the twins and particularly 
through Peter whose charm and antisocial exploits she cherished. 
She never differentiated herself clearly from the twins. For example, 
when she received medicine for herself, she would insist on giving 
it to the twins. At one time during adolescence the twins, unable 
to stay awake in school, found that she was putting her pheno- 
barbital in their morning oatmeal. She anxiously protected them 
as she did herself from contamination and controlled them in a 
highly irrational, rigid and phobie fashion. They were permitted 
no privacy; she examined each bowel movement and bathed them 
until they were well into their teens, and often got in bed with them 
until they were fifteen. If one twin was angry with her, she insisted 
that they were both constipated and she gave them enemas accord- 
ing to a ritual in which both the boys would be naked on the floor 
while she, more or less undressed, would kneel over them and insert 
the nozzles. She was intensely intrusive and seductive. When, for 
example, Peter was visiting at home during his hospitalization and 
seeking to avoid closeness to her because of his incestuous and 
homicidal impulses toward her, she could not tolerate it. He spent 


an evening talking to his father, though she interrupted constantly 
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and was just as constantly ignored. Finally she walked into the 
ivi m naked. 5 
pi P had let the twins know that because of her aw E 
at their birth and her great sacrifices, they must never leave rs 4 
By the time they reached adolescence many of the S 
family were made by the twins. The role reversal went « a a 
Ralph would take his mother across his knee and spank eE haere 
she had a temper tantrum, and Mrs. P. refused to let her a ir 7 
stop this enjoyable procedure. This brief description includes a 
sampling of the bizarre interactions in this family. It 2e a 
refer to the complex interrelationships between the twins wh 
has been presented in detail elsewhere.3 i 
The second example is that of Dora O. who had finally been i 
pitalized after lengthy analytically oriented therapy and an Gpe 
longer period of increasing disorganization marked byenan = 
impulsive sexual acting out. She had shouted in public, that h 
father wanted to rape her. Dora had conscious incestuous fantasies, 
and suffered periods of panicky concern that incest might occur. 
When, for example, her father sat on her bed in the hospital when 
she had the flu, Dora jumped up, fled from the room and imme- 
diately became more disorganized, 
The O.’s marriage had been marred 
discrepant personalities an 
to their respective parent 
needing demonstrative a 
effeminate flashiness, Hi 
misanthropie woman w 
marked depressive moo 
ments remained with 
was proud of her 
Before the birth o 
emotionally estr 
in which Mr., O. 


from its inception by their 
d by their intense conflicting loyalties 
al families. Mr. O. was highly narcissistic, 
ffection and given to gregariousness and 
s wife was aloof, penurious and a rather 
ith a vituperative tongue and given to 
d swings. Her primary emotional attach- 
her own family, especially one sister. She 
oldest child, a boy, and very attentive to him. 
f the patient, four years later, the O.’s became 
‘anged because of a conflict between their families 
’s brother was accused of business dealing that led 
to the suicide of Mrs, 0.’s father. The couple became deeply resent- 
ful toward one another, and though continuing to live together, the 
marriage became a hostile encounter in which constant open con- 
flict was avoided by mutual withdrawal and silence. Mrs. O. suffered 
an injury to her neck when Dora was born, and the infant’s care was 
left to a maid. Later, Mrs. O. attempted to be a good mother but 
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became impatient with the child, and, as her own unhappiness in- 
creased she became increasingly critical and hostile. When Dora’s 
behavior became very trying after the age of 12, the mother ex- 
pressed her frank hatred. When Dora left for college her mother 
reputedly said, “I hope you come home in a coffin.”’ In contrast, 
Mr. O. turned to his daughter and lavished affection upon her 
with much physical demonstrativeness, to his wife’s great disgust. 
He would hug and kiss her excessively and often lie on her bed 
until she went to sleep. When Dora awakened at night frightened 
she would get into her father’s bed until she learned the facts of 
life and feared that she would become pregnant. As she became ill 
in adolescence, the father would frequently comfort her by holding 
her in his arms until she went to sleep. 

Mr. O. was highly critical of his wife, letting his daughter know 
that he had little regard for her mother. He insisted for some years 
that there was nothing really wrong with Dora but only with his 
wife. Indeed, Mrs. O. must have been profoundly disturbed at times, 
expressing extreme hopelessness about Dora’s behavior, telling the 
girl she wished she were dead and suggesting dual suicide. The 
family situation was further aggravated because Mr. O. avoided his 
family problems by spending most evenings in his office, encouraging 
his wife and daughter to think he was having an affair. However, he 
was impotent, or said he was, so that the fictional mistress served 
not only to aggravate his wife but also to bolster his narcissism. 
Despite his intense feelings that his wife was rejecting and destruc- 
tive to Dora, he assumed little real responsibility himself. 

These brief presentations of the family interaction in 2 repre- 
sentative cases were offered to show that incestuous problems in 
the patient are part and parcel of serious family maladjustments. 
Both families were among the more intact ones; the P. family 
on the bizarre side and the O. family less dramatice than most, but 
neither included overtly schizophrenic mothers or paranoid fathers 
as is the case in some of our other families. These families which 
raise an offspring who develops the most serious psychiatric illness 
fail to provide a developmental environment which precludes the 
arousal of conscious incestuous interests. Thus, they fail in one 
of the most fundamental requisites of a family. The taboo against 
parent-child incest is among the most intense and universal taboos. 
The anlage for incest exists in every family in the erotically toned 
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parent-child attachment but its progression into an ineestuous bond 
would not only disrupt the structure of societies based on kinship 
systems, it also would threaten the existence of the nuclear family 
in all societies, prevent the child from investing energies into social- 
izing channels, interfere with peer relationships and block his emer- 
gence as an adult. The prevention of incest does not, however, ordi- 
narily rest on conscious evocation of the taboo. The family structure 
and distribution of essential roles contain the requisites which nor- 
mally keep incestuous trends from invading consciousness. When 
conscious avoidance of incest becomes necessary because of defective 
family structure and role confusion, the personalities of the family 
members become further distorted because spontaneity becomes 
impossible and role conflict inevitable. 

Emotional closeness between family members who are aware of 
incestuous impulses is fraught with danger and hence fear and 
hostility. Moves toward closeness are therefore followed by distance 
maneuvers in family interaction which has been observed and 
described in detail by the Bethesda researchers.? We do not believe 
that we have fallen into a circular argument. When we examine 
Talcott Parson’s analysis of factors essential in family structure 
for the preservation of the incest taboo, we find them to be notably 
e shall concentrate therefore on these 
re and interaction rather than on the 
S members. 
type of small group with an organic 
in structural requisites and imperative 
d, will seriously affect the functioning 
onalities of the emergent generation. The 
at the action of any member affects all 


The parents, having grown up in 
merge themselves and their back- 
satisfies both their needs and com- 
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pletes their personalities. They serve as leaders, educators and 
models for offspring who gain the essentials of group living by 
learning how to fit into this family. Yet, in contrast to the parental 
generation, the children must so learn to live within the family 
that they are capable of emerging from it. The parents subserve 
different family functions according to sex and transmit these sex- 
ually linked roles to their offspring through their behavior. In 
a general way, the father’s functions are more instrumental (i.e., 
concerned with the family’s well being in society) and the mother’s 
more expressive (i.e., concerned with intrafamilial interaction and 
the affectional relationships of its members). However, the parents 
must act in coalition, united by their marital attachments and needs 
for complementarity in providing for themselves and their offspring. 
Deficiencies or aberrations in the sex linked roles of parents, or in 
the parents’ sexual identities, can be absorbed by role shifts be- 
tween parents, but gross distortions can only jeopardize the sexual 
identity of the offspring. 

We have mentioned only a few of the absolute requisites of family 
functions and organization. We shall now focus on noting the severe 
deficiencies in the maintenance of essential boundaries between gen- 
alition, in the fulfillment of maternal and 
paternal roles, in the parents’ basie sexual identities, and in effect- 
ing socio-cultural integration of the family unit. All these deficien- 
cies have been important findings in the families we have studied. 
nterrelated and cannot be kept isolated 


erations, in the parental co 


They are often intimately i 


absolutely even for purposes of discussion. 
The Violation of Boundaries Between Generations. The obvious 


and chronic sexual seductiveness of a parent that was apparent in 
both illustrative cases was just as flagrant in several other instances, 
Here a parent’s need for affectional and erotic gratification was 
being served rather than the child’s need for a close and erotic bond 
to the parents limited to the pre-Oedipal period. The child’s erotic 
attachment was fostered and continued into adolescence rather than 
being frustrated to permit the child to enter the latency phase. Even 
in the two cases involving female patients where sexual seductive- 
ness was not apparent, the basic family configuration was the same 
as in the O. ease. The mothers of these women had been aloof from 
their daughters and husbands. They were highly neurotie or border- 


line psychotic women and were also very restricting and controlling. 
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The fathers were clearly narcissistic, requiring constant bolstering 
of their masculinity in the form of admiration and implicit obedi- 
ence from their wives. The marriages were highly schismatie almost 
from inception with each spouse derogating the other to the children. 
The father wooed the daughter to his side of the conflict, and sought 
in her the admiring woman he needed but could not find in his wife. 
The patient learned early that she was more important to the father 
than his wife, and sensed his need for erotic gratification from her. 
She was aware that she could widen the breach between her parents 
and gain the father for herself, 

One of these patients suggested that the solution to her prob- 
lems and those of the family was to split up. She would live with 
her father and her sister with her mother. Another patient’s father 
Suggested an identical solution at which the patient emerged briefly 
from her catatonic muteness to state, “TIl do anything my father 
wants but he can’t have me that way.” 

This use of a child to replace a spouse by a parent whose own 
affectional and erotic needs are poorly controlled constitutes a most 
flagrant violation of the boundaries between generations and courts 
disaster. The parents are supposed to be guides and educators who 
both foster growth and set limits. They must serve as objects for 
identification and as models of love objects who can be relinquished 
as the child grows from the family into society. Further, when there 
is confusion between the generations it inevitably fosters conflict in 
the role relationships within the family because no two persons can 
fill the same position. As can be noted in the illustrative cases, there 
were other breaches in the boundaries between the two generations 
as well: Rivalry of a parent with a child, one parent behaving as 
a child of the spouse rather than as a parent, abdication of decision- 
making for the family to a child, ete., all contributed to the role 
reversal in one family or the other. The use of the child to complete 
the life of a parent, however, particularly the erotic needs of the 
parent, disrupts the entire familial pattern of a generation that 
leads and one that follows, one that educates and one that is edu- 


cated, one that gives from maturity to enable the child to grow 
and the other that assimilates in order to mature. 
Failure of the Parental Coaliti 
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could not establish boundaries between herself and her twins. The 
schizophrenic divorcée mother of another youth with severe incestu- 
ous fears, resumed her artistic pursuits at our suggestion, and recog- 
nized her painting of a mother caring for her sick son turning into 
a picture of a mother having intercourse with her son. However, 
in every case the parental coalition and mutuality in relation to 
the child who became ill was not simply deficient, but had de- 
generated into disregard, contempt or overt hatred, with one parent 
undermining the worth and authority of the other. Hach parent was 
left without emotional support in carrying out role functions, and 
without a source of erotic gratification from the marital relation- 
ship. Thus deprived, such parents are prone to turn to the rela- 
tionship with a child for fulfillment. Then too, the child who should 
be confronted with the fact that each parent’s primary emotional 
and erotic attachment is to the other parent, can instead seek to 
widen the gulf between the parents rather than learn frustration 
of erotic attachments and cede one parent to the other. Cessation of 
the child’s sexualized attachment need not occur under these cir- 
cumstances. When it does, the motivation is conscious fear of revenge 
or the child’s projected hostility rather than through experiencing 
the necessary frustration ameliorated by affection which can lead 
to early identification with the parent of the same sex and 
strengthen the child’s superego and sexual identity. But, when the 
child is used to gratify a parent’s needs, a symbiotic relationship 
can develop in which the child continues in an object relationship 
that is essentially narcissistic for both. The child feels undifferen- 
tiated from the parent and the sexual strivings are incestuous, not 
moving toward another discrete person but remaining in infantile 
fashion, bound to the parent who is part of him. 

Failure of the Parents to Fill Their Roles. The family equi- 
librium was also disturbed in every instance because the fathers 
of the schizophrenic sons and the mothers of schizophrenic daugh- 
ters failed in their paternal or maternal roles either because of 
severe psychiatric illness, or because they were the devalued partner 
in the marriage, or sometimes both. When the father fails to fill the 
instrumental leadership role (in Western society) and is instead, 
another child to the mother, or acts the part of a defeated castrated 
husband, as did Mr. P., the son can disregard him as a rival for the 
mother, Here, the fear of retaliative castration from the father 
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does not operate to repress the Oedipal strivings. Rather, observa- 
tion of the father’s plight can lead to fear of castration or engulf- 
ment by the mother which increases trends toward homosexuality. 
When, as with the O. family, the mother is cold and unyielding and 
a rival to the daughter, a girl has little reason to appease the mother 
to retain her as a love object. She is pushed by the mother to the 
more femininely expressive father. In addition to these parental role 
failures, in some of our families, including the O.’s, the center of 
gravity lay outside the nuclear family because the parents’ primary 
attachments and the center of their interests lay in their own 
parental families. The parents’ dependence on their siblings, par- 
ticularly the homoerotically tinged attachment of a mother to her 
sister, as occurred in the P. family, the O.’s and others, deprived 
the spouse and in some instances the child as well of these parents 
primary attention and affection. 

Another form of role failure occurs in our skewed families when 
an aberrant parental coalition is established which pre-empts the 
emotional energy of the family unit. Here, the parents are involved 
with each other, or one parent is so subservient to a very disturbed 
spouse that parental functions are seriously neglected. Incestuous 
parent-child attachments are not so prominent in these situations, 
but in one of these families the patient attempted intercourse with 
his sister when they were both nearly adults. In the family of an- 
other patient with both homosexual difficulties and incest fears 
such a skewed relationship had been established between his highly 
irrational mother and his psychopathic oldest brother. In two other 
skewed families, the fathers while not close to their daughters in 
childhood exhibited undue sexual interest in them after their 
menarche. While this family constellation may not promote inces- 
tuous strivings in the form of a close erotic parent-child bond there 


ìs clear failure to transmit the taboo in a manner that the child 


can integrate incestuous inhibitions more or less unconsciously. Ob- 
viously the two fathers cite 


d had not achieved this for themselves. 
Confused Sexual Identity in the Parents. Related to role failure 
but more difficult to establish and discuss briefly is the matter of 


a parent’s insecurity in his or her own identity. A satisfactory 
identification as a member of one’s own sex in a parent seems 
essential if each is to serve as an adequate model for primary love 
objects and for identification to a child. We have a clear impression 
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that in all 8 cases with clear incestuous problems either the father 
had strong feminine or homosexual tendencies, or the mother sought 
phallie completion from a son and had little bond with a daughter. 
The parents’ respective homoerotic tendencies may well have con- 
tributed to the particular choice of a marital partner. The child is 
caught in a serious dilemma when needed to redress the imbalance 
created in the family organization by the defective sexual identity 
of a parent. Such a parent is apt to gain satisfaction by identifying 
with a child of the opposite sex, as seemed to be the case with Mrs. 
P. and with Mr. O. The parent may then also gain vicarious pleasure 
from the sexual behavior of the child. 

Such considerations are also pertinent to the problem of homosex- 
uality. Mr. D., for example, the father of a boy with intense fears 
of incest, seemed to identify with his son homosexually. Relatively 
impotent and unable to gratify his wife, he often spoke as if the 
boy should sleep with his mother. He would suggest, for example, 
that the boy would be helped by sleeping with a movie star and then 
specifically named an actress whom he had repeatedly said resem- 
bled his wife. He had also shown homosexual seductiveness toward 
the son, by taking showers with him, comparing genitalia, massaging 
him in his bath, ete. He permitted one of his friends whom he knew 
to be homosexual to share a room with his adolescent son, while 
visiting over week-ends, and took no stand when this man made 
advances to the boy. In this case, the father’s faulty sexual identity 
had many other repercussions including the failure to maintain 
the separation between the generations, a confusion in the assump- 
tion of parental roles, the father’s primary attachment to an older 
sister who dominated this family, constant quarrels between the 
couple with mutual disparagement, as well as many other problems 
not immediately germane to this paper such as the construction of 
highly irrational defenses by the father to protect his pseudomas- 
eulinity. 

Mr. H. also had fairly obvious homosexual attachments before his 
death, Furthermore, the ex-husband whose former wife painted the 
incest scene is said to be homosexual by both his sons. 

Socio-Cultural Isolation of the Family. Because children must 
emerge from the family into the larger society the family milieu 
must in many ways reflect the cultural setting. Stated another way, 
the family must be sufficiently integrated with its social environment 
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to render possible the child’s emancipation from his family. Our 
families often fall short of this prerequisite although the parents 
may, as individuals, function adequately and even successfully in 
jobs and in the community. However, as a family group they remain 
isolated in socio-cultural spheres as previously described,*!? and 
this is particularly true of the 8 families with the most severe incest 
problems. 

It is possible that we are faced with a circular situation in that 
socio-cultural isolation may promote incestuous trends in a quasi- 
closed system whose inner shaky equilibrium would be disturbed 
intolerably if the family group were to interact with other groups. 
On the other hand, the existence of incestuous problems together 
with the family’s other prestige endangering vicissitudes could lead 
to their encapsulation. So far our material seems to point to the 
marital problems between two disturbed partners (how ever well 
they may function outside the family as individuals) as the primary 
link in a chain of events which gets further complicated by the 
arrival of children who become enmeshed in the pathologic parental 


interaction. Incest is only one facet in the development of this 
drama. 


Summary 


_ This condensed presentation of an extremely complex topic can 
offer only an impression of our approach and thinking about the 
subject. It is hoped that at least three points have been conveyed: 
(1) that problems of incest are extremely important to the under- 
standing and treatment of many, if not most schizophrenic patients; 
(2) that incestuous impulses cannot be understood simply as a 
symptom of schizophrenia—as a symptom of regression, restitution, 
or of. blurring of ego boundaries due to constitutional ego weak- 
ness, The material indicates the continuing interactional nature 
of the incestuous tie to a parent; (3) the incestuous problems indi- 
cate serious family deviations as well as individual psychopath- 
ology. These families which produce schizophrenic offspring also 
suffer flaws in family structure conducive to the provocation of 
incestuous trends which are so alien to the functioning of the 
nuclear family and to the socialization of children that they are 
banned by the most widespread and intense taboo of mankind. 
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‘The following juxtaposition of our findings and of some basic 
prerequisites of the roles a family in our society should fulfill may 


help serve to highlight our thesis: 


Some of the Most Consistent Disturb- 


Some Essential Requisites of Family ances in Families of Schizophrenic 


Function and Organization.5.15,16 Patients. 
1. Observance of generation bounda- 1. Violation of generation boundaries 
is common. 


ries. 
2. Role assumption by parent: (a) in 2. (a) frequent uncertainty of parents 
accord with his or her sex; (b) as in their sex identity; (b) role con- 

a parent; (e) in accord with prin- fusion as to parental tasks and 
cipal sociocultural expectations. as to role division between spouses 
occur in all families; in some a 


truly nuclear family is not formed. 

3. Families are schismatic or skewed.10 

4. Parents often promote and continue 
physical and sexually seductive con- 
tact with a child into latency period 
and beyond, or even resume it in 
adolescence. 

5. Families are often isolated. Schizo- 
phrenic patients have to rely on 
unconscious cues and signals be- 
cause parents often respond to their 
own unexpressed needs rather than 
to the child’s signal. Among a 
parent’s ‘‘unconscious’’ signals to 
which the child learns to respond, 
hetero- or homosexual impulses may 
be prominent. 


3. Parental Coalition. 

4, The family must help the child to 
accomplish de-erotization of his 
parental attachment before latency 
and de-incestualization of sexual 
objects during adolescence. 

. Intrafamily communication patterns 
must be modifiable so that all fam- 
ily members can interact and com- 
municate outside the family as well. 


a 


rimarily been concerned here with the incestuous prob- 
and their roots in family pathology. 
heir importance in the development 


We have p 
lems of schizophrenic patients 
In closing we wish to indicate t 


or onset of schizophrenic reactions. 
1. The patient does not become a distinctive individual with 


needs and impulses clearly differentiated from those of the parent. 
He instead, subserves the needs of a parent and the establishment 
of clear ego boundaries is hindered. 

2. The patient’s emergence from the primary object relationships 
is blocked, with energies tied to the parent rather than freed for 


extrafamilial socialization and for learning processes. 
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3. The schizophrenic patient’s tendency to sexualize all ne 
relationships may well rest on the absence of experiences where 
is being forced to desexualize his primary object relationship toa 
parent, be it the parent of the same or of the opposite sex. 

4. The incestuous concerns can lead to panic because of fear 
of being overwhelmed by the forbidden incestuous urge with ensuing 
punishment by the self and others for infraction of this basic taboo. 

5. The patient cannot regain security by regression to a a 
pendent position on the parents because it is proximity to the 
parents that is feared. The regression must either be profound to 


the earliest pre-Oedipal periods or be accompanied by withdrawal 
maneuvers. 


Incestuous impulses in schizophrenia, just as homosexuality in 
schizophrenia, are not simply the pathologic defenses raised against 
such impulses. They involve distortions and blocking of mature ego 
growth in the form of persistence of or regression to narcissistic 
strivings. The relationships of these schizophrenic characteristics 
to a disturbed family milieu become apparent when family inter- 
actions are scrutinized carefully. 
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z ISFERENCE 
AL ASPECTS OF TRANSF 
-a opao ne o 3 


By Joun P. Sprecen, M.D.+ 


s- 
I AM GOING TO DISCUSS some of the cultural alas ae 
ference and countertransference as these petoa a psycho- 
course of psychotherapy. I would like to lense e oe feo de 
analysis out of this discussion. The reason for Cont p AR 
ject matter to psychotherapy is that my impor marie 
cultural influences has been gathered in large part een E 
application of this technique. It has been derived from Seat wale 
tion of the impact of cultural variations on the Interper’ t of tie 
tions within the family and on the psychologie sn s os 
family members. This study,’ which I have been conduc = ihat 
Florence R. Kluckhohn and a number of co-workers, ya ibute 
families can be compared in terms of the factors which con Feri 
to the psychologic “‘health” or “‘illness’’ of the family as = ce. 
Because we wished to give special attention to the culturable taral 
ble, our sample of families was chosen from three ees ai 
groups: Irish-American, Italian-American, and so-called Old pies 
can, all at the working class level. So that we could distinguish eo 
tionally healthy from ill families, we divided this total sampe a 
two parts. The first part, consisting of so-called ‘‘sick’’ Sout 
was obtained through the Outpatient Psychiatric Clinic of the 5 
dren’s Medical Center, Boston, to which these families had B 
referred because of an emotionally ill child. The second group, a 
so-called ‘‘well’? op ‘normal’? families, were selected from ith 
wider metropolitan community. In most instances, contacts wI 
them were arranged through publie health and social agencies. 4 
Although in all cases we have maintained contact with the fami 7 
as a whole, where the ‘“‘sick” families were concerned contact wa a 
carried on through Psychotherapy with the mother, father, ra 
at least one child, Because of our interest in observing the socia 
* The investigation has bee; 
tute of Mental Health, and f 
It is sponsored by the Lab, 
the Children’s Medical Ce: 
t Professor of Social R, 


i ti- 
n supported by a grant from the National eo 
rom the Pauline and Louis G. Cowan Founda 


arii d 
oratory of Social Relations, Harvard University, an 
nter, Boston, 


elations, Harvard University. ‘ 
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role conflicts in the family 8: individual interviews in the clinic 
setting were supplemented by visits to the home. This also permitted 
us to observe the functioning of the family as a unit. In addition, 
the therapists have at times attended family celebrations, have ac- 
companied the father to his place of work, and have conducted 
therapeutic interviews in this setting, as well as in trucks, bars, 
and other unusual places. It is apparent from this brief description 
that we have regarded the usual setting of psychotherapy—the 
office with its desk, chair, couch and other props—as merely one 
aspect of the cultural definition of the therapist-patient roles. We 
have experimented with the possibilities of other settings. Thus, the 
observations which form the basis of this report are drawn from 
a greater variety of therapeutic contacts than are usually included 
in the definition of therapy. The reasons for this flexibility will, I 
hope, become more evident after I have discussed the various cul- 
tural issues involved in it. 

In recent decades, the cultural anthropologists have brought to 
everyone’s attention the extraordinary variety in patterns of living 
and in basic values throughout the world. As Florence Kluckhohn 
has stated,® continuous cross-cultural research has demonstrated 
that although people everywhere face much the same problems and 
choices between alternatives, they do not find the same solutions 
for them. Moreover, it has been shown that the cultural value 
orientations guiding these solutions are not superficial, nor are they 
present in conscious awareness. On the contrary, although they per- 
vade every area of thought and activity, they can usually be formu- 
lated only in the most fragmentary fashion, if at all. They thus 
represent an example of a phenomenon which has recently been 
called ‘‘behavior without awareness.’’? This phenomenon refers 

discrimination between two or more 


to the making of an unconscious pinimanon 
choices of behavior when the act of diserimination cannot be brought 
t because it has never at any time 


to the status of a conscious repor 
existed in consciousness. Since the value orientations of a culture 


are outside of awareness to begin with and are learned in child- 
hood only through their indirect impact on conscious behavior, they 
can be expected to have a powerful effect on the therapeutic rela- 
tionship. 

In spite of the difficulties, there have been several attempts on 
the part of contemporary philosophers and anthropologists to for- 
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mulate the ‘‘philosophy,’’ ‘‘way of life,” or ‘‘ unconscious e 
tions” of various cultures. The formulation which we n 3 
in our study and which I will describe in a moment has een el 
posed by Florence Kluckhohn 24.5.6 ag a theory of variation n r 
tural value orientations. The theory is based on a classifica a 
value orientations which can be used for the description o a 
similarities and differences between and within cultures. aak i 
sake of the discussion of transference and countertransference y T i 
follows, I am going to give illustrations of the application o Dea 
theory to the similarities and differences between the n 

middle class family and the Irish-American working elass fami y. 
However, before undertaking this, I would like to present a 
mary outline the classification scheme itself and the baie 4 enn 
on which it is based (table 1), quoting directly from F lorence 
Kuekhohn for this purpose.* ‘Three major assumptions ave 
both the classification system of value orientations and the theory 
of variation in value orientations. First, it is assumed that there is 
a limited number of common human problems for which all peoples 


TABLE 1.—Classification of Value Orientations 


Neutral: Mixture 
Evil 


of Good and Evil Good 
Tunate Human Nature 
Mutable- Mutable- Mutable- 
Immutable Immutable Immutable 
Man’s Relation t 7e 
eeii a ewes Subjugation Harmony with Mastery over 
h i x ature 
Mataró to Nature Nature Natu 
Time Focus Past Present Future 
Modality of Human Being-in- ing 
Pip i Doing 
Activity Being Becoming > 
Modality of Man’s 4 
Relationship to Lineal Collateral Individualistie 
Other Men 


Note: Since each of the orientations is consi 
1 


ble, the arrangement in columns of sets of or 


result of this particular diagram, Any of the 
any one of the three columns, 


dered to be independently ia 
ientations is only the accidenta 
orientations may be switched to 
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at all times must find some solution. This is the universal aspect of 
value orientations because the common human problems to be 
treated arise inevitably out of the human situation. But, however 
universal the problems, the solutions found for them are not the 
same. Hence the next consideration is the degree of relativity or, 
better, the range of variability. The second assumption, then, is that 
while there is variability in solutions of all the problems, it is neither 
limitless nor random but is definitely within a range of possible solu- 
tions. The third assumption, which provides the key to the later 
analysis of variation in value orientations, is that all variants of all 
solutions are in varying degrees present in all societies at all times. 
Thus, every society has, in addition to its dominant profile of value 
orientations, numerous variant or substitute profiles. And in both 
the dominant and the variant profiles, there is always a rank order- 
ing or preferred sequence of value orientations rather than a single 
emphasis. 


Five problems have been tentat 
ones, universal to all human societies. These problems are stated 


here in the form of questions, and in each ease there is a paranthetic 
designation of the name that will be used hereafter for the range 


of orientations relating to the question : 
1. What is the character of innate human nature? (Human- 


Nature Orientation) 
2, What is the relation of man to nature or supernature? (Man- 
Nature Orientation) 
3. What is the temporal focus 0 
4. What is the modality of human ac 
tion) 
5. What is the modality 0 


tional Orientation) — 
I would now like to illustrate the ranges of variability and the 


rank ordering of solutions in these value orientation categories 
through a discussion of their configuration in the case of the urban 
Middle-class American family, and the Irish-American working class 
family (table 2). In the latter case, the value orientations are 
those brought to this country by the first generation of immigrants 
from rural Southern Ireland. 

Human-Nature Orientation. All societies have found it necessary 
ome way to the innately given possibilities for good or 


ively singled out as the crucial 


f human life? (Time Orientation) 
tivity? (Activity Orienta- 


f man’s relation to other men? (Rela- 


to orient in s 
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evil within human beings. Some have solved the contradictions be- 
tween these two principles by assuming that man is born predomi- 
nantly evil in nature but that he is perfectible by the application 
of effort. Others have regarded man as basically evil and unalter- 


TABLE 2.—Ranges of Variability in Value Orientation Categories 


Middle Class 5 
Orientation American Italian-American Irish-American 
Relational Ind. > Col. > | Col. >Lin.> | Lin. > Coll. > Ind. 
Lin. Ind. 
Time Fut. > Pres. > | Pres. > Past >] Pres. > Past > Fut. 
Past Fut. (but some indica- 
tion of an earlier 
L Past Pres. Fut.) 
Man-Nature Over > Subj. > Subj. > With > | Subj. = With > Over 
With Over (doubt about first 
order here and some 
doubt that there is 
a clear-cut first or- 
der prefernce) 
c 
Activity Doing > Being > Being > Being-in- Being > Being-in- 
Being-in- Becoming > Becoming > Doing 
Becoming Doing 
Human Nature Evil > Mixed > Mixed Most definitely an 
Good Mixed Goodand Evil | Evil basie nature 
Evil and Good > Predominantly | with perfectibility 
Evil Good desired but prob- 


lematie 


The following abbr 
Coll.—Collateral 
Ind.—Individualistie 
Lin.—Lineal 
Over—Mastery-over-Nature 
Subj—Sub j ugation-to-Nature 
With—Harmony-with-Nature 


eviations are used in the above table: 
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tinguishable from it, is the neutral point of view which is charac- 
teristic of psychotherapy and all the so-called “‘helping profes- 
sions.” Finally, there is the view of the romantic philosophers that 
man is born basically good but can be corrupted by external social 
circumstances, and the rare utopian view that man is immutably 
good and only seems bad to the jaundiced eye. 

With regard to this value orientation, the American middle class 
family is in a complicated, transitional state. The view we have 
inherited from our Puritan ancestors is that man is basically evil, 
but perfectible. Effort, will power, and constant watchfulness were 
necessary in order to avert wickedness and temptation. Although 
there is now much variability here, depending on the religious 
affiliation of the family, there is considerable evidence of a change 
which puts the formerly second order mixed position into the domi- 
nant emphasis. This is in part due to the ever increasing influence 
of the psychologic and social sciences and to the concomitant weak- 
ening of religious convictions. It is probably fair to say that most 
middle class Americans are either in transition or in conflict or 
both with respect to this orientation. s ] 

The Irish family very definitely views man as basically evil and 
almost immutable, Perfectibility is desired but is regarded as highly 
problematic—something that will be achieved only by a select few. 
This results in a rather harsh morality, and a heavy load of guilt 
and shame. Associated with this are specialized procedures for the 
relief of guilt and shame whose implications for the transference- 
countertransference situation will be discussed shortly. The second 
order Mixed position is much less harsh but is possible for the Irish 
only in certain social activities such as the consumption of alcohol 
which is usually described as “‘a good man’s weakness. — 

Man-Nature Orientation. The three-point breakdown of this orien- 
tation—Subjugation-to-Nature, Mastery-over-Nature, and Har- 
mony-with-Nature—is rather self evident. The Subjugation-to- 
Nature position is characteristic of the Judeo-Christian tradition. 
The story of Job expresses with erystal clarity the essential help- 
lessness and weakness of man. The position requires that man admit 
his weakness in order to gain any control at all over his fate. The 
Mastery-over-Nature position is characteristie of science, tech- 
nology and an industrialized society. It assumes that, given enough 
time, effort, and money, nature can be tamed to man’s will, and 
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that control of his fate resides within his own skill and = 
The Harmony-with-Nature position assumes that there is a 
separation or distinction between man, nature and — a 
Accordingly problems of fate and destiny are settled throug! i a 
nition of and conformity with the patterned wholeness of the Ur 
verse. This was the position of classical Greece, and, in recen 
i of Chinese and Japanese culture. , 
ett American middle Je family puts a first order emphnsis = 
the Mastery-over-Nature position. Subjugation-to-Nature is rw 
ond position, the Harmony-with-Nature orientation is in the = 
favored, third order position, and accordingly has little influence 9 
behavior in this country. This rank ordering is associated with 
technologie organization and professionalization of activity in ts 
American family. Since all problems are considered essentially Bay 
able with the help of a suitable expert, there is no sympathy for a 
fatalistic or tragic attitude toward life. However, some problems, 
such as chronic illness and death, fit badly into this scheme of things. 
Their significance must therefore either be denied, or handled by a 
shift to Subjugation-to-Nature. f 

In the Irish-American family Subjugation-to-Nature is given 
dominant emphasis; Harmony 
tion, and Mastery-over 
Resignation and a tragi 
Problems are not ex 


of supernatural help, to recur over and over again. The strong, but 


is on Harmony-with-Nature appears in the 
lieit animistie view of life. The ‘“‘wee folk, 


ion between fantasy and reality. How 


the transference-countertransference 
ll be discussed shortly. 


The possible cultural interpretations of the 
temporal focus break logi i 


ar society, particu- 
nows what the rank 
ican family places its 
a second order stress on 


order emphasis is 
dominant emphasi 
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the Present and the Past a poor third. No American wants to be 
called ‘‘old fashioned.’’ Anything new—a new car, a new song or a 
new idea—is clearly better than anything old. Children and youth- 


fulness in general are considered important because of their connec- 


tion with the future while old age is a painful condition and the 
ars, do their 


elderly, without much prestige accorded to their ye 
best to appear young. Planning for a long range future, inevitably 
conceived as bigger and better, leads the American family to live 
its life by clock, calendar and schedule. The present can be given 
importance for certain social activities, but very definitely as ‘‘time- 
out’? from the compulsive loyalty to the future. 

The Present, on the other hand, is of the first importance to the 
Irish-American family, with the Past second and the Future a weak 
third. The future is not expected to be any different from the pres- 
ent, and, therefore, making elaborate plans is unnecessary. It is 
enough to cope with the exigencies of the present. Furthermore, the 
second order emphasis on the past is quite strong so that any con- 
troversy with respect to ch he area of morality 


ange whether in tl € 
or of everyday life is apt to be settled in favor of the traditions of 
the past. 


Activity Orient 


for this orientation is Being, Bei ) 
Being orientation stresses the ««jg-ness” of behavior, the spontaneous 


inclination to act in accordance with one’s moods, feelings, desires 
and impulses. In distinction to such wholehearted spontaneity, the 
Being-in-Becoming orientation emphasizes the rounded, integrated 
development of the personality, bringing into focus different inter- 
ests at different times. The Doing variable, on the other hand, puts 
aside the “inner man’? in favor of externally judged successful 
performance. Thus, in this orientation, inner impulses have to be 
suppressed if they get in the way of the striving for competence 
and achievement on the road to success. . ; 
It is probably obvious to everyone that the American family 
puts primary emphasis on the Doing orientation. Parents value 
each other and their children in accordance with their competence 
and success in performance. This preference is well suited to the 
importance of hard work in an industrialized society. The first 


a 
question an American asks of any stranger 15, — What has he 
done?” or ‘*What does he do??? Husbands and wives busily rate 


ation. The threefold range of variation suggested 
ng-in-Becoming, and Doing. The 
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each other’s performance as parents, and compare themselves and 
their children with the Smith’s next door and the Jones’s across 
the street. Thus competition becomes the pivot of interpersonal rela- 
tions. On occasion, however, the extraordinary inhibition of inner 
impulse demanded by this orientation leads to revolt. Then the 
second order emphasis on Being is invoked, and impulsive activity 
is allowed free reign, particularly if aided by alcohol or drugs. 
The Being-in-Becoming orientation is so weak that activity of this 
nature is likely to be described as frivolous, dilletant-ish or a waste 
of valuable time, 
y, Being comes first in importance, 
position and Doing in third. Thus 
pression of inner states. Fighting, 
the elaborate expression of senti- 
ting than work for the sake of 


eplaces sadness and leads unexpect- 
edly to anger, Finally, such kaleidoscopic shifts are experiences not 


only in their own right, but also for the sake of the wonderful tale 
that can be woven out of them in the presence of an appreciative 


In American families the Individualistie o 
sition, the Collateral i 


felt toward any hier- 
““bossy.”? Husbands share 
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authority, as well as other domestic roles, with their wives. Parents 
hope that their children will voluntarily manifest correct behavior 
so that the issue of discipline and authoritarian controls can be 
avoided. Every attempt is made to foster the autonomy of the 
individual family member and to allow children to make their 
own decisions. Thus independence and self reliance form an im- 
portant part of the egalitarian ethos. However, if group loyalty is 
to be invoked (as in organized games and sports) or when the 
family is to be represented in the community, then it is the col- 
lateral, groupwide emphasis that comes to the fore. 

In the Irish-American family the lineal principle holds first 
rank; collaterality is second and individualism in the third order 
position. The group, whether the family, a bureaucratic political 
organization, or the church, always comes ahead of the individual. 
The ordered succession to hierarchical positions over time 1s con- 
stantly emphasized. For example, the father is very much the head 
of the family and never hesitates to express his authority over the 
wife and children. But if his own father is still alive, he owes him 
the same kind of respect and obedience which he showed asa child. 
In contrast to the American family, the Irish family trains its chil- 
dren for dependent behavior which is expected to remain a constant 
throughout life. This tends to backfire in a certain amount of hos- 
tility to authority, of which the political rebel in Trish history is 
a good example. Nevertheless, dependency training 1S on the whole 
thoroughly accepted, and is well reinforced through the mutual oare 
and aid offered by the extended family, religious and community 


networks. ' a 
I would like to close this brief comparison of the value orienta- 
tions in the two family systems with a note of warning concerning 
ly. All ethnic labelling is an 


the stereotyping it would seem to imp mic 
oversimplification, and falsifies the degree of variation and noncon- 


formity in any social group. Some of the first generation Irish fam- 
ilies in this country have been closer to American values from the 
beginning while many middle class American families have held 
values similar to the Irish. Still, for our purposes, such modifications 
would represent variations from the modal positions which I have 


described. 


Let us now turn our attention to some of the considerations 
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governing the appearance of transference and eran anita 27 
behavior within the psychotherapy situation.* It is ordinari y = 
that the word transference denotes behavior which is clear T 
inappropriate response to the behavior of the therapist ana T a 
functions as a resistance to therapy. It is understood to derive Ta 
some aspect of the childhood relation with a parent or igs a 
Significant person. It is assumed that the memory of tie sao 
relationship has been repressed, but that the patient hopes to che 
ture with the therapist some of the actual or hoped for satisfac i 
of the original relationship. It is one of the aims of treatmen 


i 2 issipate 
recover the repressed memory, wish, or fantasy and thus to dissipa 
the transference behavior. 


There is little to be added to these considerations where the thera- 


pist’s countertransference is concerned. It is held that OENE 
ference describes an attitude in the therapist—whether or not one, 
actually manifested in action—which is inappropriate and unrea T 
tically related to the current behavior of the patient. It is e 
presumed to have its origin in an incompletely resolved childhoo 
inciple difference is that the therapist alone 
dentifying his countertransference responses 
and for exploring their significance, Sar 
An objection may be raised at this point that these considerations 


have been developed in the context of the standard psychoanalytic 
technique and that they can not b 


partner may he respond 


ing to. I would agree with this objection. 
However, the fact rema 


‘ansference and paca’ 
n psychotherapy and must be dealt with 
Point of view which I am about to 


. he 

ansference which have troubled ie 
. : i a 
storical reviews of the semantic an 
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propose may represent an auxiliary tool for identifying and con- 
trolling such responses. 

Let me first ask in what way are we to understand the meaning 
of the word ‘‘reality’’ as used in psychotherapy? Reality is a slip- 
pery concept, and the implicit assumptions buried in it are usually 
left unexamined. The best way of getting at whatever reality may 
mean in the context of psychotherapy is through an examination 
of the most general and standardized expectations established by 
professional practice for the behavior of the therapist and of the 
patient. 

Looking first at the p 
son is expected to tell as much ab 
expected to work toward a recovery from his difficulties in a respon- 
sible way without depending on outside help from his family or 
friends. It is hoped that he will not withhold important information 
or refuse to discuss certain topics because of loyalty to external 
persons, beliefs or institutions. Tt is expected that he will want, for 
the sake of his own emotional health and maturity, to become as 
autonomous and as independent in the making of choices and deci- 
sions as is possible, considering his life cireumstances. In connection 
with this personal aim, it is expected that he will wish to have a 
future different from his past and present, and that he will wish 
to take individual responsibility for seeing that it is different. It is 
assumed that he will perceive the therapist as a professional per- 
son who has no ax to grind and nothing to contribute to him but. 
his technical ability. It is assumed that he either begins with or 
soon develops confidence in the benefits to be expected from commu- 
nication, from insight into himself, and from the use of words rather 
than physical action in expressing himself. Finally, it is hoped that 
he will be able to limit his expressive emotional behavior, both within 
and without the treatment situation, SO that he neither escapes from 
his thoughts and memories through too much overt action, nor from 
his feelings through too much inhibition of action. 

These are the goals set up professionally for the patient. Because 


of the operations of «resistance, ”” it is not expected that the patient 
will actually be able to adhere consistently to these standards. On 
the contrary, it is believed that a large amount of treatment time 
will be spent in discovering why he is unable to behave in accord- 


ance with such goals. Nevertheless, it is hoped that by the time the 


atient, I think it is fair to say that the per- 
out himself as he is able. He is 
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treatment has ended, he will have achieved many, if not all, of oe 
For these are the standards, in this country, of what 5 c an 
‘“mental health.’’ It should also be clear by now that they ae 
sent, in vivid detail, the value orientations of the American m 
amily. X 3 

— ie = look at the expectations for the aaa“ ps — 
expected that, like any expert or professional person, he br sen ae 
his activity with the patient to serious, responsible WOR e = 
patient’s problems. In connection with the ‘‘ work-oriented É ee 
he has with the patient, he is expected to exclude the or oe, 
social, recreational and personal aspects of human relations. T pies 
he is permitted a modicum of so-called ‘‘educative’’ activity, h T 
expected to refrain from influencing the patient in om oe > 
his own personal, as opposed to professional, goals, standar z F 
values. Indeed, he is expected to display a ‘‘ benevolent neutra i 7 i 
in this area, neither approving nor disapproving anything 5 
patient says or does. In the place of a value attitude, he is to su ; 
stitute ‘reality testing,” helping the patient to discover the a 
consequences in ‘external reality’? and in the ‘‘reality’’ of the 
treatment situation, of anything the patient does, feels or thinks. 
This neutral attitude with respect both to the good and the evil in 
the patient’s behavior is maintained for the sake of helping the 
patient obtain maximum autonomy and independence in the formu- 


ersy as to whether the past or the 


š E ists 
er consideration, but most therapis 
would emphasize a balanced Perspective between the two. A 
Siege Hae ee : n 
18 Indicative of a wider area of tensio 


3 


om the past. Accordingly, he inevitably 
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experiences some conflict between. the. conservative and the experi- 
mental aspects of his role. Furthermore, the tension between these 
two contradictory goals is heightened by the structure of the organ- 
izations with which he is affiliated. These organizations, such as 
hospitals, clinies and professional associations tend to be more hier- 
archically structured and more conservative of the past than is alto- 
gether congruous with the goals of scientific and technical ac- 
tivity. 3 

If one scrutinizes this description of the standards for the 
“reality”? structure of the therapist’s behavior, it becomes evident 
that they, too, are guided by the American Middle Class value 
orientations. Slight variations appear in the Nature-of-Man, the 


Relational and the Time Orientations. The first emphasizes the 


intensely neutral attitude toward good and evil more than is char- 
lass family at the present time. 


acteristic of the American middle ¢ 
The relational orientation gives a stronger stress to the Lineal struc- 
ture than one finds in middle class values, and is probably repre- 
sentative of a value conflict in this orientation. Similarly, the thera- 
pist is expected to carry on his technique in an independent and 
individualistic way, but not to violate the canons of theory and 
practice imposed by the hierarchically structured organizations to 
which he belongs. In the same vein, the time orientation stresses the 
tradition and importance of the past somewhat more than is called 
for in American middle class values. 
In spite of these mild incongruities 
the definition of ‘‘reality’? for the pa 
the fit is on the whole a fairly good one. The roles are matehed to 
each other on the basis of their conformity with the dominant 
American middle class values. On this basis, it can then be stated 


that transference and countertransference phenomena will be iden- 
minants, on the basis of 


tified, insofar as they have cultural deter ; ) 
their departure from these value orientations. This means that re- 
sistance, from the cultural point of view, is resistance against domi- 
nant American values. One might say, without being altogether 
facetious, that to resist is to be un-American! 

Although this statement of the cultural determinants of transfer- 
ence and countertransference resistance May sound overgeneralized, 
it is certainly not unexpected, nor does it require any apology or 
defense, Psychotherapy is a scientific and technical procedure and 


between the values governing 
tient and for the therapist, 
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it is only natural that it should be based on the same set of ene 
which govern the socio-economice class most es les 
scientific and technical outlook of the society as a whole. = 
even turn out to be the case that the slight incongruity in the j- fi 
governing the two roles is necessary A a E o 
i ension between the patient and therapist. , . 

oe matching of the roles may be at this professional lev A 
there is abundant evidence that the goodness of fit is subject to pi 
eral weaknesses which I would now like to examine. pea 
it could be expected to remain stable if both the patient and i 
therapist come from American middle class families. In such pt 
there should be nearly perfect agreement about the ‘‘reality tens 
ward which both parties are to strive. However, ia kanes $ 
come from all classes and ethnic groups in this country, and, tiie 
the increasing development of mental health education and d : 
ties, so do patients. So, one must ask, what happens when the va 
orientations of the family of origin of both the patient and therapis 


3 : sae ican 
are discrepant with each other, and with dominant Americi 
values? 


There is a presum 
ties in this matter 
and through ident 
which I have just 


ption that the therapist is spared from amon 
in two ways: through a personal gear pie 
ification with the professional values and goa 


n Si . ree 
described. A personal analysis is designed to fr 4 
the therapist from excessive bondage to his archaic super-ego an 


for this reason he is supposed to be able to remain relatively flexible 
in the presence of values different from those in which he wan 
trained as a child. Correlated with this lack of anxiety toward new 


or different values, is the internalization of the ‘“‘benevolent neu- 
trality” and the other standards of the image of the perfect thera- 
pist. 


therapist stimulates a strain 
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identifications. A three-way conflict is precipitated in him which 
becomes fertile soil for the growth of countertransference difficul- 
ties. But before examining the details of such value conflicts and 
their consequences, let us turn to the patient and look at the diffi- 
culties he may experience on contact with the therapist. 

For purposes of illustration, let us take a father in one of our 
Irish-American families, possessing the value orientations I have 
already described. How will he perceive the “reality” of the be- 
havior which the therapist expects of him? He is expected to tell 


everything he knows about himself. But his training is that one does 


not tell intimate details about oneself even to family or friends, 
tails are shameful or guilt- 


much less a total stranger. If the de 

ridden, one doesn’t even admit such things to oneself. They are too 
suffused with evil, and there are only two ways to handle such 
things. Hither deny their existence, or confess them to a properly 
constituted authority, such as a priest. But isn’t the therapist such 
a properly constituted authority, somewhat different from a priest, 
perhaps, but a person entitled to hear such things? Certainly not. 
By virtue of what organization and what authorization would he 
possess such a right? I must confess that when we hear this question, 
which is usually implicit rather than directly stated, we are tempted 
to answer, ‘‘On the authority of Freud, the American Psychiatric 
Association and the Children’s Hospital !’” However, even this an- 
swer would not help since these authorities and organizations are 
already perceived as either unknown or possibly sinful. To the lineal 
values of the Irish-American, any hierarchy is better than no hier- 
archy at all, but one that is unknown or remote is likely to be re- 
garded as hostile until it has proved itself otherwise. -n 

But, one might well ask, how about the ‘‘benevolent neutrality? 

Won’t this neutral attitude help to counteract the fear of sinful- 
ness, and its associated hostility to the sinner? Unfortunately, the 
answer is again no. In the perceptions of the Irish-American patient, 
such an attitude is hypocritical. Tt smacks of the benevolence 
of the upper classes toward the ing poor.’’ It signifies merely 


t‘ deservi 
that one’s real feelings remain undeclared behind a concealing mask 
of condescension. Hiding one’s rea 


] feelings is a familiar affair, and, 
according to his experience, is inevitably followed by brutal frank- 
ness when it is least expected. So this ‘neutrality’? is merely a mat- 
ter of waiting for the ax to fall. 
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Still, looking at the problem all this presents to the PEN vee 
might ask whether it is really so different from run-of-the-mi _ 
culties which always crop up at the beginning of therapy. se 
the suffering experienced by the patient encourage him to a ee 
with therapy despite these hurdles? There are two answers er 
question. In the first place, if the patient is the father of a dist u Ee 
child, he may very well not experience much suffering in his 0 n 
personality. The only emotional disturbance he may be EA Ha 
is that caused him by his child’s illness. But, secondly, even i = 
is aware of inner disturbance, this will probably not in itself s 
sufficient to make him want to work hard on the we tig" 
obstacles. Hard work in an independent, self-responsible way aE 
the sake of long distance goals has not been a part of his va Sa 
training. In this area, the Present Time, Being, Lineal value d ; 
ture are all firmly opposed to psychotherapy as understood by th 
therapist. Such a patient is not use 
lems for the sake of va 
told what to do, 
asks the therapis 
told, he is paral. 
wasting his tim 


» this will prove to be of little help. For the Sub- 
Jugated-to-Nature and Present Tim 


to see little Possibility of change 
What will be, will be, 


hope of the future, 
evil, wistful for for 


or improvement in the future. 
and evil must be punished. In fact, the only 
as he sees it, is to cling grimly to the sense of 
giveness, but never abandoning the sense of the 
e this is his only guide to realistic conduct. 

Exposed to these responses, which constitute the “reality” of the 


e therapist conduct himself? For a while he 
may identify the patient’s response as ‘resistance’? and keep on 
i al techniques, However, after a variable length 
of time, he will feel intensely frustrated. This frustration will stimu- 
late the three-way conflict which I have already mentioned. On the 


one hand, his therapeutic values will order him to stick to his tech- 
nique. The strong Mastery-Over-N 


5 Nature position will make him feel 
guilty if he wants to stop the treatment before the patient appears 
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ready to quit. For the American therapist, unlike the European,* 
feels that no patient or situation should be identified as “‘untreat- 
able,” at least until all possibilities have been exhausted. But, if 
he continues under the guidance of these values, he will reach a 
stalemate, not being able to make progress or to terminate treat- 
ment. Meanwhile, the original values attached to his archaic super- 
ego tend more and more to assert themselves into the gap created 
by the stalemate. As this happens, a conflict develops between 
his original values and his newer therapeutic values. In addition, a 
conflict develops between his original values and the values on which 
the patient is acting. Since there already exists a conflict between 
his therapuetic values and the values which are guiding the patient, 
his ego is caught in a three cornered struggle which in most cases 
proves too much for its integrative capacity. When this point has 
been reached, the archaic super-ego wins the struggle, though usu- 
ally concealing its activity behind the facade of the therapeutic 
super-ego. s 

For example, suppose the therapist tre 
comes from an American-Jewish background. The values of this cul- 
ture, insofar as they can be discerned at present, are characterized 
by the first order position of Evil, Subjugated-to-Nature, Future 
time, Doing, and Collaterality. Thus his Doing and Future Time 
orientations clash violently, with the Being, Present Time behavior 
of the patient. The Evil and Subjugated-to-Nature orientations of 
patient and therapist coincide. Therefore he comes to feel more 
and more hostile to the patient for not making a sufficient effort, 
and comes to characterize this default’ as evil, just as he would 
originally have characterized such a trend within himself. As the 
patient comes to stand increasingly for a rejected and bad part of 
the therapist, his ego tends to give in by finding a way to charac 
terize the patient as deserving of rejection. However, the therapeutic 
part of his super-ego will still be strong enough to insist that such 
a rejection be justified on technical grounds, or at least clothed in 


ating an Irish-American 


*See, for example, the contrast between the contribution of an American 
i 2 ji 6 
analyst, Leo Stone,9 and a British analyst, Anna Freud,2 to the topie ‘The 


Widening Scope of Indications for Psychoanalysis. ”? ; , 
The difference between the two analysts in value orientations as related to 


therapeutic indications is striking. 
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professional jargon. The final resolution of his inner conflict is 
obtained through a termination of treatment on the grounds that the 
patient is too immature, too narcissistic, too dependent, too well de- 
fended, or any of a multitude of expressions which indicate that 
he has found the patient burdensome. 

Is this description too cynical, or too cavalier in respect to the 
psychodynamic issues? The question is valid, because there is always 
a danger of explaining too much through the use of a cultural 
analysis. Certainly, much more is involved in the development of 
the transference-countertransference impasse than the value con- 
tent of the super-egos of the patient and therapist. I do not wish to 
ignore the complex questions of ego psychology with which the con- 
flict in cultural values is also associated. Unfortunately, it would 
take more time and space than is available to go into these questions. 
If I have somewhat overstressed the cultural analysis at the ex- 
pense of other psychodynamic issues, it is because it is usually 
totally neglected. I would, however, like to take up one psycho- 


dynamic issue in order to lead into the concluding section of this 
paper. 


While it is perfect] 


y ; y true that one aspect of the Irish-American 
patient’s resistance i 


s associated with the Subjugated to Nature 
stated, by no means the whole 
s for the patient’s resignation, 
is sibility of change, in the cog- 
nitive area. A real cha in the personality has not been in 


tents. The attachment to the ia 

TE ensel iv asochisti- 
cally satisfying. The treasuring of he pes point 
of view, a conscious derivative of the highly libidinal, unconscious 
ding parents. In addition, the scold- 
ender forgiving parent whenever a 
ternation between sinning and con- 
le maintenance of the internal, libidinal 
Sinning or the alerting of the sense of sin 
s the primary way of getting the object’s 
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These considerations are directly pertinent to the transference 
problem in the management of such a patient. It is not only that the 
patient remains cognitively unaware of the possibility of change. 
In addition he has no wish to change in the direction which the 
therapist expects him to. Giving up the crushing sense of sin means, 
essentially, renouncing the relation with the internalized parents. 
This might be possible if the therapist could capture the attention 
of the patient. It is an accepted fact that psychotherapy cannot 
take place without the establishment of at least a minimum positive 
transference. But the value neutrality of the therapist operates 
precisely at this point to prevent the establishment of a positive 
transference. The patient feels he cannot get the therapist’s atten- 
tion. Furthermore, he has no other reason to care about the therapist 
since the latter is not associated with any of his prestige systems or 
organizations. As a result he withdraws, and the therapist then 
realizes that he cannot get the patient’s attention. This is the begin- 
ning of the therapeutic impasse. : 

I would like to conclude this paper with a consideration of some 
suggestions for the handling of this impasse. There are several pos- 
sibilities. One could resign oneself to the acceptance of defeat. The 
conclusion then offers itself that not everyone can profit from 
psychotherapy, and that it is important not to let therapeutic 
ambition overrule good diagnostic judgment. This view involves a 
shift from the Mastery-over-Nature position which is difficult for 
most Americans to effect. Another possibility is to persist, doggedly, 
neither modifying the technique of psychotherapy, nor abandoning 
the attempt to help. Some Trish-American families have made a 
sufficient transition to dominant American values so that they may 
be able to respond to the standard techniques. However, the payoff 
in success is low and thus the price of sticking to the Mastery-over- 
Nature position in this fashion is very high. It ean be done only 
by extremely patient therapists who have a high tolerance for frus- 
tration. 


A third alternative preserves the Master 6: posto: 
but abandons the Past Time orientation insofar as this inhibits 


change and experimentation. This is the approach we adopted in 
our work with Irish-American patients. We have experimented with 
various methods for overcoming the resistance and for establishing 
a positive transference so that we could be in a position to exert 


Mastery-over-Nature position, 
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some psychotherapeutie influence. The steps we took, however, were 
not set up on the basis of trial and error, but arose out of our the- 
oretie point of view. We had already become convinced of the 
close connection between the pathology of the individual and the 
interpersonal and cultural value relations within the family. But the 
modifications which we adopted were made primarily for the sake 
of carrying on research. Only gradually and secondarily did we 
perceive their relevance for the handling of transference and coun- 
tertransference problems. . 
Our approach emphasizes the importance of the extended family 
and the community to the functioning of the individual. Although 
therapy concentrates mainly on the mother, father and child, we 
attempt to see and make ourselves known to a wide assortment of 
relatives. This means that we become assimilated, to a certain extent, 
to the lineal chains of influence which bear upon the pathologi¢ 
deviations in the family members. In addition, members of the 
therapeutic team become known, not simply as individuals, but 
also as members of a readily identifiable organization. This approxi- 
mation of individuals and organizations reduces the fear of the 
strange, unknown group and, simultaneously, raises its prestige. At 
the same time, n our willingness to depart from the 
ointments whenever this is necessary- 


In further validation of th 


e Irish-American value orientations, 
we have relaxed to a consid 


alae erable extent the principle of non- 
reciprocity. We answer Personal questions about ourselves and do 
not hesitate to reveal our own value attitudes upon a variety of 
issues. Although our therapeutic Standards have made us somewhat 
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Irish-American culture that they are easily projected to the thera- 
pist. Such projections can be handled by interpretation only after 
the relationship has been established. 

Finally, we have come to reinterpret the meaning of ‘‘benevolent 
neutrality.’ As ordinarily understood, this principle involves the 
adoption of a strictly neutral attitude with respect to the matters 
about which the patient feels guilty or ashamed. We have found 
that if the impulses of which the patient is ashamed would also 
make us feel ashamed if discovered within ourselves, it is best to 
be quite frank about it. And vice versa. That is to say that, if his 
impulses would leave us truly neutral and unmoved, we have to be 
frank about that, too. Since the sense of sin is a primary vector of 
interpersonal feeling, it cannot be hidden from those who are 
highly sensitive to its manifestations. Thus the reinterpretation of 
“benevolent neutrality’? involves the recognition and admission 
that we all think of ourselves as sinners in some way. On this basis, 
denial is more easily renounced and the evil impulse more easily 
held in consciousness because the therapist is seen as someone who 


recognizes the patient’s problem and has established his right to 
deal with it. This point of view also makes it easier to deal with the 


characteristic denial through the use of humor. Since the therapist 


is not denying anything through the assumption of “neutrality,” 
he can appreciate the humor and still insist on the expression of 


the feelings it is meant to conceal. i 

These are the major modifications which we have used in our 
research. The results of using them are not spectacular. They have 
not led to dramatie relief of symptoms. This is not the place to re- 
view the results of our work, nor are we ready to report final con- 
clusions. But we have gained the conviction that we have been able 
to establish and maintain therapeutic contact with patients who 
would otherwise have-been rejected or would have dropped out of 
treatment. We have been able to produce small increases in insight 
in individual family members. We have been impressed with the 
fact that a small gain in one oF two family members is registered 
as a large gain in the total functioning of the family. 

I hope it is clear that the modifications in approach which I have 
described are not to be considered general prescriptions for the field 
of psychotherapy as a whole. On the contrary, the value ofa cultural 
analysis of the psychotherapeutic situation is that it clarifies the 
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relation between variations in technique and the asa — 
ence (and countertransference) responses which can : manta 
from members of different cultural groups. The general pı i 
that emerges from this point of view is en Sea ders 
nique should be rationally adapted to the varieties of cultura desir 
orientations which exist among patients. A corollary of this pr p r3 
tion is the need, in the future, to give as much rome ener : 
problems of cultural dynamics as has been given, in the pas Ja 
purely psychologie processes. It is my firm belief that suc r sl 
gram is necessary if we have to extend the range of effec re 
of psychotherapy to groups who have, up till now, proved refractor) 
in the face of our best efforts, 
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THE FAMILY IN PSYCHOTHERAPY 


By ALEXANDER GRALNICK, M.D.* 


We TAKE FOR GRANTED that there is disturbance in a family 
that has a psychotic member. We believe that though there may be 
an underlying constitutional factor, more likely than not pathologi- 
cal relationships exist between the patient and one or more mem- 
bers of the family, though the latter members may not necessarily 
be “‘sick’? in the sense that the patient is. We believe that the 
patient, as a personality, largely evolves from the nature of the 
family relationships. We would agree with Ackerman ° that the fam- 
ily is the smallest organic unit of society, and that a patient’s be- 
havior is largely a reflection of family processes. 

The position of the significant family member during the treat- 
ment of a patient is far from easy. The role he plays or is called on 
to fulfill is quite difficult. Perhaps in no other branch of medicine 
are we apt to see illness produce so much disruption and havoc 
in the family unit. Mental illness arouses emotional turmoil in 
siblings, parents and children as no other disease can. Severe con- 
fliets arise; emotional stability is threatened, and passions reach 
their pitch. Guilt feelings of the severest nature may be aroused, 
and the very matrix of the family seems threatened with dissolution. 

Under such conditions, it is natural for the psychiatrist’s com- 
Passionate nature to be stirred. However, his positive inclinations 
toward his fellowman in distress may bring him into conflict if tradi- 
tionally he has been oriented to stress the “rights”? of the indi- 
vidual patient 4 against those of the family group, oF has been ac- 
customed to ‘blame’? the family for the traumas it has visited on 
his patient. If so, he will harbor feelings of antagonism toward the 
family member as ‘‘the cause’’ of his patient’s illness. Particularly 
will this be true if the family member proves difficult to work 
with. Sometimes, however, the relative will be refractory not alone 
because of the internal conflicts that seethe within him, but also as 
a reaction-formation to the antagonism of the therapist. 

To whatever extent such factors may be at play, we 
N. Y.; Associate Clinical 
Flower & Fifth Avenue 


have recog- 
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nized that the best interests of the patient are served e hc 
ily member is understood, arouses our sympathy, ae Bedi 
as much a victim of the patient as vice versa. Then io a 
in the patient’s favor on two scores. (1) We have a a ppap 
with the family member, and (2) the patient apor teed 
clearly his role in the family, including the extent to which oe 
flicts have contributed to family — = = he can 

is role. Responsibility is thus more evenly share 7 . 
el nera in psychotherapeutic practice, particularly gird 
analytic, little time is devoted to the family in any active way. F 
is due to the tradition and custom which governs such poum 
well as the practitioner’s limitation in time. Additionally, the poi 
duction of ‘‘the family’? into the picture is thought to have a “ a 
effects on the nature of the relationship the therapist ag con 
seek to establish, namely, ‘‘the transference relationship. = ee 
ever, a large number of patients are now treated under conditi je 
which logically encourage involving the family in paneer 
The patients I refer to are those who are hospitalized, and ee = 
particularly those treated in institutions devoted to intensive psy 
chotherapy. f 

There is undoubtedly room for the type of practice which = 
cludes transactions between psychiatrist and relative, and is never- 
theless of profit to the patient. This, however, must be limited to 
strict psychoanalytic technique, and under conditions of relative 
social stability for the patient. Situations of this nature are quite 
limited so that a minimal number of people may be treated in this 
fashion. In addition, few patients requiring the psychiatrist’s atten- 
tion are so self contained that they may undergo the turbulence 
accompanying psychoanalysis without disrupting the tenor of their 
family’s existence. Psychoanalytic theory gives us breadth of gen- 
eral understanding as well as intimate comprehension of our par- 
ticular patient, but the therapeutic tool it supplies us has rather 
limited application in unmodified form. Its best use primarily re- 
quires the skillful selection of patients. Unfortunately, such selec- 
tion may be faulty more often than we like to see, with baffling and 
disheartening results, 
generally, we start with the assumption that the 
nic unit in which the emotional life of its members 


arises out of the nature of their interrelationship. The behavior of 
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each, though having its biologic determinants, is additionally de- 
cided by the structure of the family and the actions of the others 
composing the family. As Ackerman states ‘‘the family is a social 
system (and we) must think of the person not in jsolation, but 
rather as part of this social system.” It is logical, then, in dealing 
with a mentally sick person to look to the family unit for help 
in his actual treatment, as well as for the origins of his malady. In 
this pursuit the family is extended a major role in psychotherapy. 

The psychotherapist treating a patient in an institution is struck 
with the role the family plays in the treatment process, and realizes 
he requires its collaboration. The family’s equilibrium undergoes a 
battering which threatens its very existence. Under such conditions 
family understanding is hard to achieve unless the therapist’s efforts 
are devoted to it. It becomes apparent that if the origins of the ill- 
ness lie within the family, the resolution of the psychopathology lies 
there too. 

Jackson ? says-that if ‘‘the stable-unsatisfactory family produces 
a schizophrenic, current hospital practices in the handling of rela- 
tives protect them from coming under scrutiny, and the patient 
remains the patient.” Such a situaion is to be deplored, since an 
effective therapeutic program is “supported’’ and “tolerated” only 
by the family which is thoroughly involved. 

Many factors influence the course of events. The existence of a 
symbiotic relationship between a patient and relative is quite com- 
mon. It must be recognized, and then managed with delicacy. It 
may not be disrupted hastily if we are to have the partner’s 
assistance. Should he collapse too, the patient’s chances are jeop- 
ardized. As a matter of fact, the patient’s progress may have to be 
attuned to that of the relative for the most effective results. The 
equilibrium of a family may be upset in a very practical, if not 
emotional sense, if the patient is the sole financial support, or the 
mother of a family that cannot fend for itself without her. Com- 
mon sense advice, understanding and emotional support are equally 
required in these circumstances if the anxiety provoked is not to 
blind the family to the patient ’s need for continuing care. 

The cost of private hospitalization is considerable. Some families, 
however, will magnify these ‘financial problems”? when they are 
ill prepared to accept the patient as mentally ill, or have emotional 
problems related to the spending of money. While ordinarily the 
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psychotherapist would prefer avoiding judgments in a 
must face this unpleaant task if he is to be as effective = an - 
like. He must be prepared to show the relative how he “‘uti ya 
money in the service of his own anxieties and at the Pe a 
patient’s real needs. In working this out significant areas o ra 
ily psychopathology come to the surface for exploration. It is bs son 
an area of investigation quite as delicate as the sexual en ms 
inherent in the situation, which also plague the therapist’s effo 
ntil he gives them ade uate attention. . . 
i Guilt feslings Pidal demonstrated by relatives arise for 7 
variety of reasons ranging from the belief that the relative hias et 
tributed to the illness by heredity, done ‘‘something wrong, or 
will be thought of as profiting from the patient’s A 
Coupled with such guilt feelings may be strong fears that s 
patient will condemn the relative for permitting or promoting pa 
hospitalization. Under such conditions he is most anxious 


: tenia 
rapid, if not miraculous, results, and is easy prey to the patient 
pressures. 


It is generally accepted that patients ri 


esist therapy because it 
threatens or dictates 


changes in their behavioral defenses. By the 
es will resist logical and impending alterations 
ehavior and attitudes toward them, no matter 

may appear to the therapist. Primarily eed 
think of “cure”? in terms of return to the premorbid state, and mus 
be worked with 


if they are to accept anything different. This is 


particularly true if a symbiotic relationship has existed, and — 
sizes the Necessity of attuning each to progress during psych 
therapy, 


If there is any feeling which ig common in families and requires 
our therapeutic attention it is th 


the surface, quite 
“‘sophisticateq?? and educated r 
they tend to minimize the severi 
as quickly as Possible and to ey, 

Feelings of grandiosity and b 
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than sickness and health in considering the behavioral defenses of 
patients, or may have an abiding faith in the traditional, though 
erroneous, belief that the patient is ‘always better off at home.’’ 
Though an outmoded and unjustified belief, it is unfortunately sup- 
ported by many psychiatrists. 

The emotional problems and privations of relatives may drive 
them to do and say things of an obstructive nature. This behavior 
may be consciously calculated or unconsciously motivated. In either 
event it requires our recognition and attention if our goals with the 
patient are to be attained. The “unhappy” relative is quick to 
engage in petty criticism of administrative aspects of the institu- 
tion, and to compare it unfavorably with others he has heard of. 
He may soon question the experience, ability and goals of the 
patient’s therapist, and demand rapid improvement. He will tend 
to misinterpret statements made to him, no matter with what 
clarity, and soon deny or minimize the original severity of the 
patient’s symptoms, particularly if a little improvement occurs. 
This is ‘‘the relative with the short memory.” 

The relative who cannot accept the fact of mental illness in his 
family will delay hospitalization interminably. By the same token 
he will anticipate and promote as short a stay as possible. No matter 
how severe the symptoms or insidious the onset, he will be shocked 
when told care will take more than the expected ‘‘three or four 
weeks.’’? The amazing discrepancy between the facts of the illness 
and the expectations for miraculous results suggests serious emo- 
tional problems rather than ordinary inexperience. This relative 
entertains the belief, unspoken though it may be, that the shorter 
the patient’s stay the less ill he js. Unconsciously he tries to make 
the facts suit his wish, rather than the patient’s real need. If he is 
frustrated, either by the patient or therapist, he becomes anxious 
and hostile to one or the other, or both. 

The psychotherapist cannot disregard the behavior and beliefs 
of such a relative if he wishes to help his patient, let alone merely 
have sufficient opportunity to try. His time will be equally well 
spent with the relative as with the patient, at least until things are 
clarified and a more wholesome situation exists. Guilt-ridden rela- 
tives will also try to minimize the problem, for the less sick the 
patient can be made to appear the less damage they feel they have 
done him in the past. Such family members need reorientation, for 
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they will feel completely responsible for an illness they pedro 
i f st, therefore, quickly deny its existence, 
may be irreparable. They must, q sect’? faving 
or erase it from awareness. At the same time they ‘‘avoi This 
others know whatever share of responsibility they do aaa 
relative too, may stress the ‘importance of heredity s to ayers 
his guilt feelings, actually attempting to mask it with by? Seam 
for others in the family who may be similarly cursed by t i ae 
tary taint. He would prefer believing that heredity is at fault ra 
han anything within his control. hse ie 
: The EEA family member will not place his faith in any i 
psychiatrist. His favorite technique is to seek discrepancies a ie 
opinions of members of the hospital staff, or between those ris 
staff and others he consults. He transmits his questioning attitu oh 
the patient whose opportunity to develop a good ni sae oa 
tionship is thereby hampered. If the relative’s distrust is no ny 
dissipated he will shortly list ‘‘ plausible’ reasons for gre 
the patient’s treatment, or suggest that the patient be j teste i 
to determine if he can do without therapy. If advised against am 
a course, he will take it upon himself to expose the patient to paka 
ranted pressures to prove his point. This unhappy chain of even 
tends to place the psychotherapist in a defensive position ar 
which he must extricate himself. Some clues as to how he may do 
this will be given in a later section. DA 

In order to effect certain gains, it is often necessary to require 
the relative to make certain decisions. Sometimes, to balk therapy 
for conscious or unconscious reasons, he will not do so until his own 
problems are worked out. There are certain critical problems about 
which patients cannot make decisions for indefinite periods and 
without great travail. When the relative is helped to do so instead, 
resistances are lowered and significant progress may then be made. 
Sometimes the family’s indecisiveness or other actions are intended 
to ““blackmail’’ the patient against impending changes in behavior 
or attitudes toward the family which it finds intolerable. This re- 
sistance on the part of relatives to the patient’s progress must 
also be worked out. 

We may divide into three parts 
pist may play vis à vis the famil 
Starting with the attitude that 
of the family, unless he shows 


a discussion of the role the thera- 
y in a psychotherapeutie program. 
the relative is the ‘well’? member 
himself to be grossly psychotie, the 
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therapist is supportive, educational or therapeutic in his approach. 

With little exception, the relative needs our emotional support, 
not merely for its own sake, but because it may fortify him suffi- 
ciently to sustain the patient. The reassurance we may give about 
prognosis will also be supportive, particularly if he is guilt-ridden. 
Since he feels impelled to assume many responsibilities for the 
patient, the relative’s problems may be eased by relieving him of 
them. For instance, he feels he will be blamed if he does not visit 
promptly or write or otherwise explain to the patient what he may 
expect. The relative’s mind is eased when he learns that ‘‘the hos- 
pital’? will take all the ‘‘blame’’ and responsibility for the patient’s 
reactions to these regulations. Similarly, the relative is supported 
by the therapist’s instruction that he need not respond to any 
pressure the patient places on him to make critical decisions, except 
to say that he will have to be guided by the patient’s therapist. 
Naturally, expressions of sympathy by the therapist for the relative 
also are very reassuring and supportive in their effect, as are regular 
interviews with him. It is also essential to encourage the relative 
by maintaining a feeling of optimism, cautious though it may have 
to be, and to give him a feeling of participation in the treatment 
Program and its accomplishments. 

There are numerous ways in which the therapist may serve an 
educational function for the family in a psychotherapeutie pro- 
gram. First, he must actively seek and state the significance of 
having their understanding and co-operation. He should clarify 
their misconception about the role of heredity, environment and 
constitutional predisposition in the causation of mental illness. 
Otherwise, questions about them continue to plague their minds. 
Futher, in getting historical material from the relative our aim 
is at the same time to use it to educate the relative as to its signifi- 
cance, not merely to arm ourselves with facts. Similarly, we use 
unknown data gleaned from the patient to help the relative’s 
understanding of the patient and his illness. Commonly the family 
has to be disabused of its rather naive conceptions of mental illness, 
the pace of progress and the nature of therapy. This requires indi- 
cating the usual course and outlook, rather than the origins of 
emotional disease. In this connection we deseribe the scope of our 
efforts and the aims and nature of psychotherapy. 

Since alteration in behavior and attitudes is an essential aim of 
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therapy, the relative must be taught to expect them. ae Py 
however, prepare him for specific changes as they occur by ee 
ing their appearance and value, and assisting him to accep : a 
Some relatives are resistive to our best efforts to aid and educ a 
them, and insist on doing things in their own manner. They a 
among those who can only learn ‘‘the hard way,’’ and we are a. 
no alternative but to let them have their head. Under PER 
tions one may burden them with the responsibilities we penne 
assume as therapists. Unfortunately, this is often at the oe 
expense, but we may then hope that they will learn to accept o 
advice thereafter. 

Since a true appreciation of reality has a healthy effect, e 
clarify for the relative the real nature of the relationship a a 
between him and the patient with the hope of dissipating its pat a 
logical aspects. In this process certain of his misconceptions a 
be changed with a consequent relief of unwarranted guilt fee at a 
When the oceasion permits, we may actually see family and ie 
together. When required, the patient’s therapist may underta = 
regular therapeutic sessions with a significant family member. 
more advisable, another member of the staff, familiar with the 


ete 7 Sree A a 
situation, will see the relative in therapy. This then becomes 
collaborative therapeutic situation. 

There are times when it is 


quite apparent from the start that a 
relative must have intensiv: 


pist can collaborate at least to some extent. To ac- 
pared to deal prompty with the rela- 
n a rather frank and understanding way. This 
can have a disarming and “therapeutic”? effect which clears the 
air quickly. Particularly when this is achieved can we be useful 


in helping him to accept grave prospects, and to handle the future 
realistically. 


| 
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therapists have sufficient time to maintain frequent contact with 
relatives. The institution must have faith in the value of such 
efforts, and its therapists must be prepared to make the necessary 
emotional investment without sacrificing objectivity. The medical 
staff should be willing to undertake more than is implicit in the 
customary treatment situation, for the relationships established 
are more intricate and fraught with explosive potentialities. Many 
more people became emotionally involved than ordinarily. Thera- 
pists must be prepared to sacrifice traditional transference phe- 
nomena and the techniques of promoting them. Similarly, they must 
he able to avoid countertransference pitfalls under the stimulation 
of family pressures. 

The hospital as an institution must establish policies to structure 
therapist-patient-family relationships in a fashion which is appro- 
priate and promotes improved jnterrelationships. It must inevitably 
construct a ‘‘therapeutic community’’ which integrates the family 
into the treatment program. 
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PANEL DISCUSSION 


Donald A. Bloch, M.D.*: In some respects, the broad gh se 
papers by Doctors Ackerman and Jackson is the same, a he. 
that our understanding of human behavior is increased ie fi 
sider the individual as imbedded in the matrix of his oe 
say that for every adult person there are two families o: Lge 
cance—the historical family, in which he was child, and t eh 
rent family, in which he is spouse and parent. Further, the ote ia 
maintain that an understanding of interactions in both famili a 
critical to a grasp of the meaning of individual behavior, aE P 
has provided us with a critical review of Freud’s conception o ns 
family and a broad Survey of the part family considerations one 
play in modern psychoanalytic theory and technique. Jackson 


i icati heory 
with some specific concepts derived from communication t 
which he and his co-workers use. 


` so Ht oss 
Interest in the family has considerable currency, but it is so 


times unclear precisely what is meant by the term. Is our an a 
interest, individual human behavior, illuminated by a a i 
of that particular molecule, the “small group’’ we call the fami n 
In the same way we might ask, ‘‘Can we learn something (no 
everything, but something) about subatomic physies by nits 
chemistry??? I should like to avoid, you see, two dangers. On a 
hand there is the mystic of the group that ascribes strange es 
i ings carried on collectively, and on t 


neurology, physiology ; physiology, 
physies, 


The family point of 
uniquely to our unders 


not every fresh viewpoint is illuminating. Ex- 
amination of the Emp; 
time-consuming and 


ery purpose. 


ese papers believe that something is added, 
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that this is an especially valuable prospect from which to view 
human behavior. I would certainly agree. As an instance we may 
consider briefly the history of one concept in psychoanalysis to 
show how molecular family thinking adds a new dimension to our 
theoretic understanding. I refer to the well known importance in 
early psychoanalytic thought of sexual seduction by adults in 
producing the original neurosis in children. Freud’s discourage- 
ment on discovering that his patients were fabricating these memo- 
ries of seduction is familiar, and there is certainly no better exempli- 
fication of his genius and courage than his subsequent elaboration 
of the conceptions relating to childhood sexuality and the erotic 
attachments to parental figures as expressed in these early memo- 
ries. Some workers felt the conception to be inadequate, and that 
a complicated behavioral pattern unfolds entirely from within 
guided only by the sequence of biologie maturation. The theoretic 
discomfort was increased by the observation from the analysis of 
so-called normals that incestuous interests of the parent in the 
child seemed to be ubiquitous. The important work of Mead, 
Sapir and Sullivan, meanwhile, suggested that psychiatrists should 
properly be studying events occurring in the interpersonal field, 
rather than in ‘‘the psyche.” This orientation in turn led us to 
see the erotic ties of parent to child as a two-way street, and inter- 
estingly enough, come almost full cirele approximating that view 
held by Freud in the earliest days. The erotic fantasy of the child 
ts due to seduction on the part of the adult, albeit expressed sym- 
bolically and unconsciously. ; 

To complete the picture, family studies lead us to add a third 
generation for a more complete understanding of the process. As 
has been pointed out by Therese Benedek and others, the parent, 
in becoming a parent, becomes in part child again in relation to 
his own parents. The unresolved erotic ties to his own parents are 
expressed in relation to his children. Tf it is necessary to have in 
mind the three generations of grandparent, parent and child in 
order adequately to conceptualize an event such as the erotic 
fantasy of the child, then indeed it ean be said to have been dem- 
onstrated that individual psychology requires family study. 

My example is intended to illustrate the nature of the model and 
of the interpenetration of generations without regard to the cor- 
rectness of this particular concept. It seems to me that, in his paper, 
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Ackerman has given us a genuine sense of the breadth = T 
of this point of view. Ackerman deals at length iiia x ma 
concepts of the family. Ackerman feels that Freud’s view o ny 
determinants of human personality is overbalanced on the Si T 
of intrinsic biologic-intra-psychie factors as opposed to m 
determinants. By extrinsic, Ackerman means principally the g 
fluence of the matrix of the primary family. Although he Aei 
mention it, I would assume he also intends us to take into eoa 
tion the impact of larger cultural groups. Freud’s imbalance, fe 
feels, occurs in two ways: Reality and reality’s representatives, t = 
family, are not weighted enough. In addition, where they are Euer 
weight, they are perceived as excessively anti-pleasure. pial 
feels that Freud fails to conceive adequately of the family as being 
facilitating or enabling in regard to pleasure and satisfaction. m 

One aspect of this somewhat troubles me. Whatever words a i 
uses, structure of any kind—psychie, social, or atomic—implies m 
binding of energy. The concept of threshold is necessary. The ys 
ily as educators dam the free flow of energy in the child and to 
Some extent the experience of this is the experience of pain. = 
fully, all of this builds “good, healthy” psychice structure, which 
later may be taken to be an organ of pleasure and accomplishment 
or of sublimation in Freud ’s view. 

In some respects, I feel Ackerman could go further than he does 
on such issues as the mutual determination of personality attributes 
between parents and child. I wonder whether the child doesn’t 
indeed have exactly as large a hand in fabricating the conditions 


i 3 . . is 
of his external environment as the parents have in molding h 
responses, 


Elsew! 


cases in which he felt 
indicated. For my ow 
the courage to undert 


er had just unexpectedly died, and am some- 
young couple I see who have 


Person-male around the house. These are both 
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instances where the therapist has a ready-made family role open 
to him with resultant unmanageable transference and counter- 
transference problems in the offing. 

Jackson sets before us a way of studying and thinking about 
families which he and his co-workers have found to be useful. His 
formulation that there is ‘‘no not-caring’’ is especially congenial ; 
in many respects this seems to me to be the psychic analogue of 
the chemical concept of valence. I am impressed, too, with his 
observation that all persons are implicitly or explicitly attempting 
to define the nature of their relationships to each other. In this 
respect he notes that relationship may be defined in one of two 
ways: complementary, in which two people are of unequal status, 
and symmetric, between two people who behave as if they have 
equal status. Status here is taken to mean decision-making power. 
It seems in this regard as if he is speaking about the issues of 
dependence and independence and, more specifically, about the 
communicative aspects of dependence-independence. If so, I am 
not certain what is added by introducing the new terms, comple- 
mentary and symmetrie. This chooses to consider that part of the 
communication which has to do with questions such as, ‘Who is 
boss??? or, “Who has the status, oF decision-making, or role-defining 
power??? It is true that a formal analysis of communication more 
readily yields answers to this kind of question than to others, but 
T am not sure that that is the best reason for choosing to emphasize 
this point, At the same time, I sense that much more than this 
was subsumed under the concept of persons attempting to define 
the nature of their relationships. Jackson says that he does not 
wish to use role theory; but I do feel the phrases I have quoted 
describe exactly what a social role is, that is, the definition of 
patterns of mutual expectation. One such set of expectations has 
to do with determining where the locus of power to determine role 
lies. There are, of course, many others. 

In the latter part of his paper Jackson discusses a classification 
of families, and we are impressed by the general usefulness of his 
classification scheme. It gives Us, among other things, a basis for 
prognosticating and also suggests a rationale for therapeutic ma- 
neuvers such as joint therapy of a family or the removal from the 
family setting of the individual patient. Work along these lines 


cannot help but be immensely rewarding. 
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Iago Galdston, M.D.*: This symposium attests to the aspirations 
of this Academy to extricate psychoanalysis from the strangle hold 
of vested orthodoxy, to modify and adapt analytie theory and 
practice to accord more effectively with our growing knowledge, 
and to relate our special concerns with those of the other disciplines 
devoted to the study of man. 

More specifically, I found Nathan Ackerman’s exposition and 
argument generally sound. My own experiences accord with his, 
and I am personally beholden to him for the energetic manner in 
which he has expounded the fundamental proposition that no indi- 
vidual can be envisaged, understood or treated in ‘‘splendid isola- 
tion.”’ If I were to offer one critical observation, it would be akin 
to that of the Frenchman who, speaking of the English language, 
said, ‘‘Ze vokabilery is easy, but ze aksents—zei are bien difficile.’’ 
I would shift the accent a bit, pointing up more sharply Freud’s 
own orientation to the psychopathogenic potentialities of the family 
group. He appears to have overlooked and underestimated them, 
assigning the greater potentialities to culture and civilization. The 
family in his scheme appears to be merely the effecting instrument, 
not the initiator. This is best and most clearly reflected in his 
Civilization and its Discontents. Here Freud represents the indi- 
vidual as a pathetically vulnerable creature caught in a squeeze 
play of nature and culture. The pathetic and bewildered ego is 
prodded on the one side by nature, epitomized as the id, and 
harrassed on the other side by culture, identified as the super-ego. 
Freud based his theory of the etiology of the neurosis on this 
premise and in effect structured his psychotherapeutie system 
theron. From this, too, derives the analysts’ obsessive, cyclopie, 
scious. Palpably, then, unless this 
, and the familial reality components 
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concept of homeostasis carries with it some limiting factors, the 
most important of which is stasis. We commonly credit the concept 
of homeostasis to Claude Bernard, and the term proper to Walter 
B. Cannon. But the concept antedates them both, and is to be found, 
clearly defined, in the early works of nineteenth century botanists 
and organie chemists. It was a derivative of the disputes that 
centered about the issue of vitalism.* It was observed that the 
living organism is not passively responsive to its environment, but 
makes an effort to maintain its integrity. However, this operation 
is only one phase of the living process. The other, and the over- 
riding operation, is growth and progession. Life is not characterized 
by stasis but by dynamic progression. Homeostasis, however, refers 
only to the operation of stasis. I wish we could speak of dynamic 
homeostasis or, more simply, homeo-dynamics. 

That this is not merely a semantic triviality is attested to in one 
of Jackson’s postulates. He sets forth four family categories. He 
gave as an illustration of a stable-satisfactory relation the instance 
of a mother and daughter between whom there was ‘good com- 
munication.” Then he also cited the case where the obverse rela- 
tionship existed, i.e, unstable, unsatisfactory, noneommunicating. 
But in neither case was any mention made of the content, character 
and quality of the explicit message. Suppose then that the ‘‘stable- 
Satisfactory’? mother and daughter were in communication accord, 
but favorable, say, to the smoking of marihuana, or with reference 
to some other delinquent behavior. Conversely, is it not possible 
the conflictual, noncommunieating family may be involved in an 
apposition of social and antisocial behavior? The point I would 
underscore is that our concern must not limit itself to how the 
family operates, but must embrace also to what ends. Here we come 
again to the limitation inherent in the concept of homeostasis, i.e., 
it does not embrace goals or ends, but rather emphasizes stasis. 

This is a criticism I would level at much of the current concern 
with the family. It lacks a normative foundation, and we appear 
neither aware of, nor concerned with, this deficiency. Possibly this 
18 So because psychiatry itself does not, and probably cannot, pro- 
vide the requisite data. For these we may need to turn to other 
disciplines, notably to anthropology and to socio-economic history. 

* Herz, Jonn T.: The History of European Thought in the Nineteenth 
Century, Wm, Blackwood & Sons, Edinburgh and London, 1904. 
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Judd Marmor, M.D.*: With regard to Dr. Ackerman ’s comments 
on Freud, surely any objective appraisal must give recognition to 
his great genius and to the tremendous pioneering contributions a 
which most modern psychodynamic thinking rests, even though we 
must remain free to criticize and revise those aspects of his theories 
on which newer accretions of knowledge seem to throw question: 

I would think that few practicing psychiatrists today can Ta 
tion the validity of the thesis presented by Ackerman and a 
that the family represents the matrix from which neurotic a 
psychotie disturbances arise, and that consequently any oran 
treat a patient without trying to know and understand better he 
nature of his family relationships and the personalities of jer 
significant people with whom he is interacting would be shortsighte 
indeed. I have felt for many years that the rigid dictum sae ae 
by some practicing psychoanalysts that one should avoid seeing i 
talking to family members is unsound. I have found it uniformly 
useful in my own practice to interview other members of the family, 
and wherever indicated to involve them in therapy also. 1 

The only question which I have about Ackerman’s and Jackson t 
papers is that both of them seem to be advocating concurren 
therapy of various family members by the same therapist as a” 
This is a recommendation which I ham 
more study before a definite stand can 
ion about the usefulness of such a procedu A 
essentially of g counselling or supportive 

Patient is involved in the kind of intensive 
s in psychoanalytic ther- 
of other family members 
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of the analysis of a Patient who is eo thinking, for example, 
in which each spouse is actin, er oF x ne 
is unaware; or of the adolescent who is at eg Which the pan a 
parents and who would automatically Peet “ous odds with nis 
who was too closely involved ina relationshi $e distrust anyon 
instances, it seems to me, when i 1P With them, In such 


t is ne 
SESSArY: to treat other mem- 


alifornia at Los Angeles; 


ry 
* Clinical Professor of Psychiatry, University of © 
Trustee, 1958-1959, Academy of Psychoanalysis, 
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nrg tua may be preferable to refer them to another 
dierent Gi SAUTAN OA should then be maintained between the 
a A to the degree that will be optimal for the people 
structive oli at the same time confidences which might be de- 
iva tine, te T family equilibrium can be preserved. Although, 
the aaa mi is ri accept in principle the concept of family therapy, 
single Ghana o whether such therapy should be carried on by a 
tively fas x ca he by several therapists working together co-opera- 
ünden ~ igen requires further careful study to determine 
Sherine circumstances and for what patients one oF the other 
ure would be best for all involved. 


wee * Wynne, M.D.*: The papers by Drs. Spiegel, Grotjahn 
shall nous at brought up a multitude of significant points, but I 
because T e those issues about which I share especial concern 
National 1 ave been confronted with them. In our research at the 
ER nstitute of Mental Health we are using family therapy 
cially ajor tool for observing different varieties of relations, espe- 
i m the families of schizophrenics compared with those of 
Onschizophrenics. 
an has raised some questions of far reaching significance, 
mane ‘or research on the dynamics of family relations and for a 
me ened conceptualization of psychotherapeutie processes. He 
enn a fundamental point about the nature of what is defined 
in the therapeutic situation as ‘<yeality’’ by the therapist in 
contrast to the definition of ‘<yeality’? as conceived by the patient. 
He has described very clearly how definitions of “reality”? are 
Shaped, not only by idiosyneratic personal psychologie struggles, 
but also by the cultural value context from which a person comes. 
Dr. Spiegel has suggested that the cultural determinants of ‘‘real- 
ity” definitions are apt to be ego-syntonie for both therapist and 
patient. Insofar as this js true, they make an unexplored contribu- 
tion to transference and eountertransference resistance, to behavior 
without awareness for both participants. 
_Tn those instances in which the patient and the analyst or thera- 
pist already share many of the same values, the discrepancy between 
their value systems may largely be limited to personal and idio 


* From the Adult Psychiatry Branch, National Institut 
Bethesda, Maryland. e of Mental Health, 
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syneratic variations, and the analysis may proceed apace. However, 
what of the situation where a value discrepancy does exist and 
becomes a significant determinant of therapeutie impasse? Dr. 
Spiegel has brilliantly described how any well trained therapist 
can readily account for the impasse with any one of several stock 
characterizations of the patient, such as his narcissistic incapacity 
to enter into the analytic or therapeutic relation. In a given in- 
stance, of course, such a characterization may or may not be more 
or less appropriate in addition to, or instead of, a diserepancy in 
the value systems of patient and analyst. However, it seems to be 
a curious reversal of fundamental psychoanalytie values to hold 
that knowledge of the larger cultural context is not the business 
of the psychoanalyst. It would seem that the conduct of psycho- 
therapy or Psychoanalysis without recognition of the cultural con- 
text of both oneself and the patient or family is to that extent an 
instance of behavior without awareness. 

_ But why have these cultural value considerations been so long 
mn coming into explicit recognition as a factor in constricting the 
Possible effectiveness of psychotherapy and psychoanalysis? 
strongly suspect that these cultural value matters commonly exert 
their force in silent forms. For example, several studies indicat¢ 


that when there is a social class discrepancy between patient and 
psychotherapist, and ordinarily 
patient either js not accepted i 
therapy. In such instances, as 


i h particular patient- 
therapist pairs establish long-term therapeutic or analytic relations 


are probably much more powerful than we ordinarily allow our- 
selves to think. 

A major reason that these cultural aspects of transference and 
countertransference have become so explicit for Dr, Spiegel seems 
to be that he has been attempting extended therapy in a research 
context that did not allow him to substitute more culturally con- 
genial patients for those persons who were not Psychotherapeu- 
tically minded. His research design, unlike ordinary office or clinic 
practice and unlike research with other designs, disrupts the usual 
Processes of mutual selection insofar ag these Processes revolve 
around a cultural value axis. Even so, Dr. Spiegel would probably 
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agree that the Irish-American patients in his sample were somewhat 
less imbued with dominant Irish values than an entirely random 
selection of Irish-Americans might have produced. 

Therapy with the entire family, rather than with the individual 
patient only, quite definitely heightens the likelihood that problems 
of cultural values will be thrust into the therapist’s awareness. In 
conducting family therapy and parallel individual psychotherapy, 
we have been repeatedly impressed with how statements of the 
individual patient are reflections of family values which the ‘‘dis- 
turbed’’ patient shares. For example, one schizophrenic patient 
repetitiously said in individual therapy, “My trouble is that I 
can’t forget about my problems. Ll get sick if I talk about them.”’ 
In family therapy, her mother said, ‘‘Feel free to tell us whatever 
is on your mind, Leona.’’ 

Leona responded, ‘‘I keep thinking about the time my roommate 
put a hex on me.’’ 

Her mother then said, ‘‘You shouldn’t talk about that. Doctor, 
you tell her that she shouldn’t talk about that. She’ll get sick if 
she talks about those problems.” . 

This example may also illustrate how family therapy may quickly 
yield a rich harvest of clues to family dynamics as well as to likely 
connections between individual dynamics and family patterns. 
Indeed, one of the major pitfalls in family therapy seems to arise 
from the temptation to interpret family mechanisms which seem 
blatantly obvious to the therapist but for which the family mem- 
bers may share a massive dissociation. This problem is of rather 
different proportions than making premature interpretations in 
individual therapy because the therapist 1s typically flooded with 
so much more material in family therapy- As both Dr. Spiegel and 
Dr. Grotjahn have indicated, a detailed understanding of the 
interventions in therapeutie work with fam- 


nature and timing of i : 
ilies must await a wider range of experience than has been possible 


so far. 

Dr. Grotjahn’s paper particularly brings to mind that such 
understanding will have to include, among other things, compara- 
tive work with different varieties of family constellations. I infer 
that Dr. Grotjahn has most frequently been working with marital 
pairs, but I confess to dismay and difficulty in understanding just 
‘hat kinds of family groups he was describing at a number of 
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points in his paper. Our experience indicates that it is not appropri- 
ate to assume that the same approach can be used with tami 
in which the “‘patient” is an adult seen with his parents, = 
to families in which the presenting “‘natient’’ is a child seen wit 
his parents, or compared to families in which the complaining 
“patient”? is a parent with spouse and children present. The nature 
of the family constellation included in the family therapy session 
is a condition which we should be careful to specify in ca 
experiences with family therapy. There are a number of me 
conditions or features of family therapy which need to be apaina 
in order to provide a sufficiently similar frame of reference so "o 
experience of different therapists and researchers can be share! 
and compared. Family therapy is new enough and already diverse 
enough so that the possibilities of confusion in discussion are mani- 


E ich 
fold. Among the other variable features of family therapy whic 
should be specified are: 


1. How is the constellation of the family participants decided? Trzon 
prior understanding of the family participation elsewhere? Do es 
family members, such as siblings living out of the household, take part? ple 
family therapy sessions held when a regular participant is occasionally una! 
to attend, or is the whole session then cancelled? m 

2. Do the family members have parallel individual therapy? All of the a 
or just the ‘‘ patient??? Are individual sessions held regularly, or when tid 
quested by the individual, or when requested by staff? Are individual ae teed 
also participants in family therapy or are they different persons? If the lata 
what kind of communication do the individual and family therapists have wit 
each other? What is done about individual therapy if an important family 
member withdraws from family therapy? 

3. Is each family seen separately, or in combination with other families? 

4. Do the therapists endeavor to 
among themselves or do they make i 
themselves? 

5. What can facilitate full emotional participation of the family members 
who originally did not present themselves as Patients? (This problem pre 
sumably is closely related to the question of who and how one family member 
was selected by the family to be the ““patient.?”) 


Perhaps this very incomplete list 
found in our own family therapy p 
the range of problems that I feel fut 
will need to consider in detail. 


One of the striking matters that has impressed us in the direct 


of some of the issues we have 
rogram indicates something of 
ure symposia on family therapy 
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observation of transactions in family therapy is the significance of 
incestuous trends in the families of schizophrenics. We are in 
definite agreement with the observations of Dr. Lidz and his group 
on this matter. We, too, have found useful the concept of role 
learning, particularly in relation to the development of a sense 
of identity. From this conceptual standpoint, incestuous trends 
can be regarded as but one of a variety of phenomena associated 
with role diffusion and confusion within the family to the place 
of aggressive impulses in intrafamilial life of many schizophrenics. 
Often in these families, any expression of warmth or affection floods 
ordinary role boundaries and is experienced as an imminent pre- 
cursor to incest, and any expression of aggression or hostility 1s 
experienced as threatening to erupt aS murder. 

Probably Dr. Lidz would agree that the flagrant stimulation of 


such impulses is not the erucial experience for the schizophrenic. 


If it were, perhaps the patient would be delinquent rather than 
s more relevant to ego 


schizophrenic. Rather, the problem that i 
and identity development of the schizophrenic seems to me to be 
the simultaneous contradictions and gross confusion about the 
meanings of impulses and events within the family. The apparent 
consequence is that the child is trained to distrust his senses, to 
regard his perceptions as representative of a “reality” which is 
constant only in its inconstancy- 
Traditionally, psychotherapists have regarded the fantasy aspects 
of ineestuous and murderous trends as significant and have con- 
sidered ‘what really happened’’ as relatively trivial. I suspect 
that this attitude may, in the therapy of schizophrenics, lead the 


patient, who is already confused and fearful of trusting his own 
he therapist’s comforting view that these 


perceptions, to adopt th 3 3 
problems are all fantasy. The therapeutic result may be symptomatic 


relief, with the style of an hysterie now masking the schizophrenic 
chaos. 

My experiences in family therapy with schizophrenics convince 
me that a great deal does really happen 1m these families to obscure 
sexual and other role poundaries, and that typically the behavior 
and feelings associated with diverse roles, such as wife and daugh- 
ter, become merged. In addition, as we have suggested elsewhere, 
the difficulty of the potential schizophrenic in differentiating him- 
self either within or outside of the family role structure means that 
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; z igi s Dr. 
this is experienced as all-encompassing. It is not surprising, E 
Lidz has indicated in somewhat different terms, that in a mt: 
with this kind of family role experience sexual impulses neces: 


‘ i er the 
mean something that can be conveniently summarized und 
heading of ‘“incestuous trends. ”? 


Roy R. Grinker, M.D.*: 


i is sy: si have 
The essayists on this symposium | 
presented, with considerabl 


e clarity, some problems of the family 
as they are related to the individual patient with mental P 
In addition, emphasis has been placed on research ca pe 
studying family constellations, both healthy and sick, as ated 
develop around various nuclear value systems. It has been af ing 
with emphasis in this Symposium that the techniques for stu Ai 
and treating the family are quite different from those DA 
applied to the individual. The necessity for gaining ee 
regarding the nuclear family in order to understand ao Peay 
and his problems better has been stressed. I should like it 
however, to touch on another aspect of the individual-family ges 
which has not yet been mentioned, , a £ his 
I have particular reference to the patient’s distortions o he 
family as a whole and of the significant members with whom 


s 3 his 
apparently is in conflict at the time he comes for treatment. Teia 
memory of the past becomes clearer, he frequently recounts epi 
which indicate overt r 


ejection, abandonment, cruelty, e 
mother, father, or other near relatives in the family group. li 0 - 
becomes necessary for the therapist to dilute the patient’s sen 
of guilt by indi 


p ions 
cating the therapist’s understanding of the reactio 
of the patient as a chil 


1 
Process, of cour: ng that the past need 
not be reproduced i 


the therapist loses a tremendous amount of infor- 
= Director, In: 


stitute of Psychosomatic and Psychiatrie Training, Michael 
Reese Hospital, 


Chicago. 
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mation when he accepts the patient’s distortion of the present 
n t ion of what might have been true 
in his early years. It is here that he needs contact with the family 
to learn: first, was the family truly rejecting, abandoning, cold, 
ele type, or were these the patient’s fantasies? Not 
=a me the therapist will be surprised when interviewing 
ee E of the family or seeing them as a group to find that, they 
Hu 7 the cold, rejecting people that he has assumed the patient 
of h ceurately reporting and which fits into his theoretic concepts 

ow seriously neurotic or even psychotic people are made that 
a Second, the therapist may see the family in the present as 
lifferent from what it actually was during the early formative 
nep of the patient. Other individuals of the family grow, mature 
aia change. The family as a structural unit also changes with 
ba esses, with maturation of the individuals and with various 
ypes of life experiences. How often have we seen grandmothers, 
who as cold and rejecting mothers contributed to the schizophrenia 
of their daughters, but who handled their grandchildren with the 
Sreatest love and affection? More than that, the mother’s imma- 
turity, particularly with first children, may be altered to the point 
that in the present time she is warm and capable of transacting 
with the patient on a sound human basis. This type of information 
must be known by the therapist; otherwise, the patient’s insistent 
repetition of the early life pattern may be a forceful attempt on 
his part to reject the change in the family and to insist that its 
structure remain the same aS when he was a child. This perpetuates 
his neurosis or psychosis and leads the therapist to faulty conclu- 


sions and often erroneous therapeutic interventions. 
that the therapist should know about the 


family inorder to understand the validity of the early life experi- 
ences or their fabrications aS well as he must be able to understand 
the actual family constellation of the present with all its emotional 
nuances. Without this information he may not be able to assist 
the patient in returning to his family or, for that matter, as outs 
structing his own family along patterns which are more healthy. 
Thus, the therapist needs to know more about what he often Fanie 
to avoid, for fear of disturbing the neat theoretie concepts that he 
has developed concerning the patient’s present difficulties. Tf these 
are not real problems, then his therapy must suffer. T think that 


family as 
amily as an accurate presentat 
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the essayists have called attention to the necessity for understanding 
the family as it is productive of the patient’s disturbances, but 
they also should emphasize the fact that the family in the present 
may be facilitative for the recovery of the patient in co-operation 


| 
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Gregory Bateson, Ph.D.*: To comment on three so diverse papers 
as those of Drs. Spiegel, Lidz and Grotjahn is not easy. I think it 
possible that the very diversity of the papers which make up this 
panel is a result of the fact that while all three of the speakers are 
trying to talk about related problems, psychiatry lacks a common 
language for these matters. 

Dr. Spiegel’s paper is of special interest in 
Problem which he outlined he stated in terms of transference and 
countertransference as if it were a binary problem of the traditional 
kind. But, throughout, it was clear that Dr. Spiegel wanted to talk 
about the larger unit, the family. Finally, when he came to tell 
us how he had resolved his difficulties of relationship with Irish- 
Americans, this larger unit fills the picture. What was necessary 
was to deal with a wide mass of relatives and, reciprocally, to let 
these Irish-Americans see him as a member of a larger team. It is 
interesting too that he found it necessary to establish a reciprocity 
of value information and an exchange of frank affect. Here again, 
Dr. Spiegel is using techniques which remind us of real human rela- 
tions in the healthy family, rather than the restricted methods of 
binary investigation. It seems indeed that Dr. Spiegel made a 
discovery comparable to that which many workers have made in 
dealing with the psychotic. These people will only tolerate you if 
you treat them as human beings. 

What I read and heard again in Dr. Lidz’s paper Lami tempted. 
to put in form of a motto. While it takes two to tango, it takes at 
least three persons to achieve a self-perpetuating tangle of incest. 
This motto is of course not new, and we have long known that the 
Oedipal constellation includes three or more persons. Moreover, 
this same minimum, three or more, recurs in the purely abstract 
models provided by the theory of games. In the two person zero-sum 
game, there can be no coalition. The peculiar dynamic problems 
which arise when coalition is an essential element of strategy can 
only arise in games with three or more players. 

It seems to me that the central problem with which all three 
speakers have tried to wrestle, is the problem of talking about 


this connection. The 


* From the Ethnology Section, Veterans Administration Hospital, Palo Alto, 


California. 
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"i rsons 

systems of human relationship involving three or more ve allianeés 

all the complex dynamics of coalition, jealousies an 

which then develop. oes ocess involv- 

Psychoanalysis, after all, has been traditionally a pr And as Dr. 
ing two persons only, the therapist and the pateni: trong, an 
Grotjahn mentioned a vast majority of analysts feel ae prefer 
perhaps pragmatically justified, conservatism. Many wo A 
to restrict this process to the binary level. therapeut? 

It is a strange business, but evidently true, that the t while the 
process which Freud initiated is in its essence binary, ] triadic: 
theoretic structures which Freud inyoked are in ae pand an 
I refer to the whole body of Oedipal theory on the one ther—ids 
to the theories of internal individual structure on the ot 
ego and super-ego. 

It seems to me that Dr. Grotj 
cious approach to the problem o 
what I would call language- 
theoretic concepts w 


: ıdi- 
ahn’s precise, historical akn by 
t family therapy is determin ane 
anxiety. I mean the fear that oak each 
hich we need in order to communicate wi to us 
other will break loose from their moorings when we try more 
them to cover the dynamies of systems involving three wf the 
Persons. We face, for example, the possibility that not on 7 id, 
individual parents may be in some sense introjected by the rset 
but also that an entity of higher order, the relationship be 


Fp OTE aR GALOA 
parents, may be introjected. And this possibility will in tur aotioi 
blur or transform the central theoretic concept of intro] 

And if such 


s ie i rgoes 
a cardinal concept as that of introjection en 
metamorphosis, then too the concepts of transference and no 
transference which are derivative from the concept of introject 


k incest. 
will also be transformed. And with them, the concept of ince 
And so on. 


. 1g 
I want to say a rather terrible thing. I don’t know what Dr. oe 
patients are talking about when he says they are talking abo 
incest. I have a patient who talks as if he were talking about being 


a Russian secret Service agent, and just as Dr. Lidz’s patients act 
out parts of the ““ineest?? 


So also my patient m parts of being a Russian secret 
service agent which he t 


: he were. But I am quite certain 
anf pe Tunar talk a Russian secret service agent, 
taphorieally, perhaps about the guilt which 
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he feels when he begins to observe how his parents act towards each 
other and towards him. 

I think we have naively assumed, because incest is such a horrible 
thing, that nobody would use it as a substitute referent in meta- 
phorie utterance. Still less ean we believe that they would act in 
an incestuous manner if this acting out contained only metaphoric 
and not literal messages. For some reason, unelear to me, when the 
patient talks about or acts out homosexuality, we commonly assume 
that this is a metaphoric expression of infantile oral needs. But 
when he talks about or acts out incest, we assume that he is talking 
about incest. 

And this is still more difficult to believe when we find that the 
Messages and behavior of other members of the patient’s family 
contain overt or implicit incestuous themes. We are still, in 1958, 
inelined to think that these relatives are in some sense more sane 
than the patient, and therefore must in some sense mean what they 
seem to be saying. We are still trying to think in terms of a binary 
relationship between therapist and patient or between a parent 
and patient, and are not taking the anxiety-provoking step which 
would land us in thinking about the family as a sick unit. Ina 
word, we would rather think of the family as a unit containing 
certain sick members; we dare not think of the unit itself as sick. 

Let me try to illustrate what I mean, using sentences from Dr. 
Lidz’s paper. He says of Bill Forel, ‘‘At these times (when his 
mother is mawkish) Bill feels that she wants to engulf him, perhaps 
to eat him up, or she kisses him in a revolting sort of way. He 
becomes tight inside, experiencing an unbearable sort of tension.’’ 
I am always suspicious when I see statements qualified by the 
phrase ‘‘sort of.” I am reminded of the idiomatic use in French of 
the phrase ‘‘espéce de.” To call a man a camel is bad, but to call 
him a ‘sort of camel’’ is infinitely worse. And the suggestion I am 
offering is that all this “ineest,’” be it verbal or half-acted out, or 
overtly consummated, is sO traumatie for the reason that it is not 
simple incest, but is something more horrible. It is sort of incest, 
a metaphoric incest which is an ultimate affirmation, not of the 
craziness of the individuals concerned, but of the self-perpetuating 
misery and isolation in which they are all bound. 

It may be asked what evidence can there be which would enable 


us to decide whether the incestuous implications of a certain utter- 
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ance or behavior are to be seen as literal or a are 
that when the question is asked, we shall find that t Dr. Lidz’s 
sufficient to answer it. What I would predict ahont ore overtly 
families, is that whenever the incestuous themes are A will be 
recognizable, the behavior in which they are en re A is only 
packed with qualifying messages which will tell us tha mother’s 
“sort of’? incest. In the instance which I quoted the jn the 
behavior is framed within alcoholic intoxication, and eve idently 
second hand description which Dr. Lidz gave us it that the 
not a simple or direct statement of love, Her son feels olt. Bu 
mother’s behavior is consuming and oral, and he feels sie What 
whether it is he or she, or both, who are revolting as mome more 
to me is clear is that the closer these two come to incest, I see 20 
they must indicate that this is only sort of incest. And 
reason for not taking these qualifying messages seriously. ï 
Now I want to go one step further, and suggest to m what 
metaphoric and “revolting”? expressions of incest are an Foar podies 
we would expect in families characterized by the particular family 
of rigidity and misery which determine all behavior in pao views 
units. If we consider what incest is from a sociologic point 0 alogy 
we shall I think see that ineest provides the perfect model or ana” 


s : with- 
for the expression of that unhappiness which results from 
drawal. 


that 


To an anthropologist the 
significant in their positiv 
peoples phrase these injun 
within some identifiable g 
consanguinity. But the so 
tive. They are injunctio 


re 
prohibitions on incest appear ta be m 
e aspect. It is true that the major! Ta 
ctions as prohibitions on sexual e a 
roup, be it the clan or some networ a 
ciologie effect of these injunctions is P i 
ns to go outside the narrow group nat 
establish rights and responsibilities with outside persons, so tl 
the larger society is bound together by a network of affinal oe 
To be incestuous is to be exclusive, and is therefore appropriate 1 
certain royal families—in ancient Egypt, Peru and Hawaii, where 
brother-sister marriage was enjoined on the heir to the throne- 
But if you are not the heir to a throne, to be exclusive is to be 
withdrawn, and incest is the ultimate statement of your withdrawal. 
I want to suggest that while the families of Psychoties seem in a 
sort of way to mix with their neighbors, this is only a sop 


t of mix- 
ing, compensatory for their rigid and almost eneysted fy 


netioning. 
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The sort of incest which is characteristic of these families is the 
logical metaphoric comment on or expression of this withdrawal. 


Don D. Jackson, M.D.: Although it may make psychiatry more 
complicated, I think we must concede that we cannot get reliable 
data for research about any patient without a study of the total 
family, and that the neglect of the family situation has been re- 
sponsible for certain psychiatric assumptions which unfortunately 
will die a very slow death. In my opinion, it is not possible to 
assume from the patient’s picture of his mother or father what 
their effect on him has been. This is particularly true because 
mother and father are usually regarded as single individuals acting 
on the patient, and the patient is said to incorporate some of both. 
It is perhaps more accurate to say that he incorporates their inter- 
action. This is a very difficult thing for him to describe when he 


hits the couch many years later, but I would question whether a 


certain neurotic fantasy of the child is related to seductive attitudes 
on the part of the parents. It is also possible that neurotic fantasies 
oceur when the mother withdraws from the child and denies it at 


the same time. A daughter may be painfully hurt by discovering 


that her father doesn 
interested in her sexually. She is a ‘‘thing,’ 
and it is this aspect of her in 
seductive aspects that might be damaging. Certainty 
patients who oversexualize everything can be hiding a horrible 
emptiness. 

We have yet to learn when family therapy is not indicated. 
Individual therapy, collaborative therapy and family therapy will 
all enrich the psychiatrist ’g armamentarium, but when to use which 
needs to be worked out. With regard to the concept of ‘‘role 
theory,” the popularity of Potter’s humorous writings is an indi- 
cation that people recognize that they are constantly attempting 
to influence others at some level. And after all, what is a role but 
an accepted collection of maneuvers or “‘ploys?’’ To phrase it 
differently, a role is an aspect of a yelationship which is defined 
more or less similarly by the participants or culture or by context 
or time sequences. Thus the role of the father may be, defined by 
the culture, the man himself or his wife, but if father attempts 
to define an area of the relationship not covered by the shared 
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agreement he runs into trouble. Control theory is as rich as role 
theory, but perhaps my presentation of the topic did not make it 
seem this way. 

Dr. Galdston lets me off very lightly. I agree that the word 
“‘stasis’’ in ‘‘homostasis’? is unfortunate, and that perhaps Claude 
Bernard’s term ‘‘milieux interieur” would avoid this problem. But 
I am somewhat hurt by Dr. Galdston’s remark that we have neg- 
lected value systems in our ‘control’? theory. We do not neglect 
value systems, but we are interested at present in describing what 
we do see, not what ‘‘should’’ be present in a so-called normal 
family. This does not mean our group is not interested in normo- 
genic data, cultural values and the like. I understand that sadists 
have a saying that the family that flays together, stays together. 


Such a situation would interest me, though I might heartily dis- 
approve. 


I agree with Dr. Marmor that it is important to define more 


explicitly when conjoint therapy is indicated and when not. We 
hope that family studies will reveal this, and will enable the 
analyst to judge “family strengths” as he now does ‘‘ego strength.” 
Dr. Marmor raises the question of trust and I think it is important 
that this be regarded, in part, as a local psychoanalytie mot. Our 
own group has been Surprised by how frankly patients will talk 
even when they know that the therapist can use information they 
ly member. At present, conjoint therapy is 
Poses rather than for therapy since we really 
‘apeutic possibilities, but this 


i m not about to toss individual or collabora- 
tive therapy out the window. 


Nathan Ws Ackerman, M.D.: To talk clearly about the dynamics 
of family relationships, one should define the size, the range and 
the configuration of the family. Do we refer to the nuclear family 
group, or the extended family constellation? In confronting the 


issues of a primary batient’s involvement with his family group, 
some analysts are anxious about dealing therapeutically with mul- 
tiple family members, This anxie 


$ ty implies a fear of loss of thera- 
pantic control. Therefore, the therapist limits his field, i.e., restricts 
his contacts to a single family member. But, objectively speaking, 
a therapist may actually have less effective control if he cannot 
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influence the pathogenic contagion of family processes ; and his task 
of cure is made thereby more difficult. Also, the technique of therapy 
of family relationships, as is the case with all therapeutic techniques, 
must be learned. With an increase of understanding and continued 
practice of the art, skill in this form of treatment grows, and 
anxiety regarding loss of control lessens. The therapist thereby 
gradually becomes convinced of the value of paralleling individual 
therapy with an appropriate form of family therapy.* 

Iago Galdston ł calls attention to Freud’s cynicism, and what 
sometimes seems between the lines to suggest an underlying con- 
tempt for people and society. I respect Dr. Galdston’s courage and 
scientific integrity for making this forthright statement. I wonder 
who honors Freud, the scientist more; those of his followers who 
insist on blind reverence of the master, or those who realize, to 
quote Donald Hebb, that ‘‘theorizing js like skating on thin ice— 
keep moving or drown. Where theory becomes static it is apt to 
become dogma.’’ I count myself among those who hold the latter 
conviction, Freud’s work will be immortalized, not by those who 
show uncritical subservience to his ideas, but rather by those who 
seek to test, modify and refine his inspiring insights. 

Judd Marmor introduces a note of caution. He suggests that in 
treating multiple family members, we must be eareful; we must 
have indications and contraindications for specific kinds of inter- 
vention. This comment arouses in me @ curious response. ‘‘Be care- 
ful!” How can one argue with this? Who isn’t careful? Try as I 
may, I cannot conjure up in my mind a single psychotherapist who 
willingly judges his therapeutic efforts as careless. Someone else’s, 
perhaps, but certainly not his own. No matter how one looks at it, 
psychotherapy by its very nature is a delicate and complex under- 
taking, We must always be careful. We must always rest our thera- 
peutie plan on accurate diagnostic evaluation; naturally, we must 
formulate indications and contraindications for the treatment of 
different conditions. But in a very real sense I believe that Dr. 
Marmor’s remark is irrelevant to the main point at issue, namely, 
the challenge to conceptualize the interrelations of the psycho- 


* ACKERMAN, NATHAN W.: Toward an integrative family therapy. Amer, J. 
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pathology of one individual with the psychopathology of his p 
The challenge is to correlate individual clinical diagnosis wih a ata 
diagnosis of psychiatric disorders; similarly, to find a ee ai 
ways to treat the contagious pathogenic content of family inte 


: ? ; mind 
tion processes as well as treat the primary patient. This, to my á 
is the crucial problem. 
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